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MEDICAL EDUCATION* 


BY 


W. MELVILLE ARNOTT, M.D., B.Sc., F.R.C.P.Ed., M.R.C.P. 


William Withering Professor of Medicine, University of Birmingham 


The last quarter-century has seen three notable publica- 
tions concerned with this subject. First, the excellent 
report of Dr. Abraham Flexner (1925) on his compara- 
tive study of medical education in Europe and America 
undertaken under the auspices of the Division of Medical 
Education of the Rockefeller Foundation ; secondly, the 
Report of the Interdepartmental Committee on Medical 
Schools (1944), under the chairmanship of Sir William 
Goodenough ; and last, but by no means least, The Train- 
ing of a Doctor, by Sir Henry Cohen and his colleagues 
of the Special Committee of the British Medical Association 


(1948). 
A brief consideration leads inevitably to the conclusion 


that education in medicine has developed, more according 
to the dictates of expediency and tradition than as the 
result of integrative development based on continuity of 
principle. I shall therefore attempt to outline certain appro- 
priate principles and objectives, beginning with the asser- 
tion that medicine is essentially a science in that it deals 
with phenomena and is based on observation, experiment, 
and deduction, and is an art only in so far as the term means 
human skill, both definitions being derived from the Con- 
cise Oxford Dictionary. Popular perversion of these terms 
imputes to them the qualities of opposites, science being 
regarded as meaning preoccupation with essentially labora- 
tory aspects of disease, while the latter has come to imply 
mystic qualities of insight which transcend logic and defy 


definition. 

Enlightened promotion of health and care of the sick 
must be based on scientific method which compels thorough 
observation, leading to recognition of causal factors and to 
interference in natural processes only when there is good 
evidence that such interference is likely to diminish the 
disrupting effect of disease on the community or the indi- 
vidual. The clinician who makes his diagnosis from the 
patient’s history and the presence or absence of physical 
abnormality and applies treatment which favourably alters 
the disease is practising the scientific method just as much 
as the experimental biologist who observes the behaviour 
of a cell in tissue culture, deduces a particular force deter- 
mining that behaviour, and tests his hypothesis by obser- 
ving the effect of calculated interference. It makes no 
difference to the quality of the science if in a particular 
case the clinician can carry out this process with his unaided 
senses while in another case he has to extend his sen- 


*From an address delivered to the East Yorkshire Branch of the 
B.M.A. on March 9, 1949. 





sory appreciation by microscopy, radiography, or chemical 
analysis. Science is just as much disgraced by the over- 
zealous application of elaborate technical investigation 
regardless of the patient’s emotional state as it is by indis- 
criminate blunderbuss therapy with a superficial diagnosis 
or perhaps no diagnosis at all. 


The Scientific Method in Medicine 


Despite the fact that scientific method was appreciated 
by Hippocrates and Galen, its substantial application to 
medical practice is a comparatively modern development ; 
indeed, it is probably incorrect to assume that it is at all 
widespread even to-day. The reasons for this are to be 
found, first, in the developmental history of medicine in 
its relation to mankind, and, secondly, in the prevailing 
emotional pattern of man himself. Fear is one of the 
dominant human emotions, and bodily and mental dis- 
order is a potent source of fear both to the sufferer and 
to his dependants largely because ill-health is a constant 
reminder of insecurity and mortality. When confronted 
with illness and the threat of illness the sufferer casts 
around for help, and the more omniscience and omnipo- 
tence he imputes to his helper the greater surcease does he 
gain from fear. 

In the early river-valley civilizations of Babylonia and 
Egypt medicine was practised by the priesthood, who, 
greedy for power, relied mainly on mysticism and empiri- 
cism for their influence.. Throughout the ages the practice 
of Medicine has been a compound of superstition, empiri- 
cism, and scientific method ; the last in but small propor- 
tion. It is still very true that in order to give patients 
comfort from their fears it is often necessary for the physi- 
cian to pretend to a degree of insight and confidence he 
sadly lacks. Small wonder is it that in these circum- 
stances the systematic practice of scientific method tends 
to languish. It is but a small step from the physician 
deceiving the patient to deceiving himself. It is only by 
thorough grounding in scientific method that the medical 
practitioner can hope to retain a foundation of intellectual 
honesty in the shifting sands of emotional prejudice. 

The attitude of the public to medicine is, of course, not 
fixed ; indeed, it is changing with astonishing rapidity. 
One is frequently delighted to find how much intelligent 
insight laymen have in medical matters. People are begin- 
ning to distrust the doctor who goes on treating them for 
chest disease without an x-ray examination, who doses 


them for anaemia without a blood test, or who tells them 
4626 
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that. their febrile attack is a “touch of malaria” without 
finding parasites. An increasing number of patients are 
beginning to suspect that the vast majority of illnesses 
recover spontaneously and not as the result of the “ doc- 
tor’s medicine.” Patients not infrequently come to the 
doctor saying that no doubt their complaint will right 
itself, but they would like to know how long it will last 
and whether anything will hasten recovery. 

If scientific method be the most desirable quality in 
medical practice its inculcation should be the chief 
endeavour of medical education. The first and main 
step in its application is the collection and evaluation of 
evidence directed towards establishing the best possible diag- 
nosis—that is, a diagnosis based on aetiology. In the case 
of an infective disease this implies the recognition of the 
causal organism, its source, the mode of infection, and an 
assessment of factors, intrinsic and extrinsic, which have 
determined the susceptibility of the patient to attack. In 
many diseases one has, in the present state of knowledge, 
to be content with an inferior brand of diagnosis which 
goes no further than recognizing the probable type of the 
disease on the basis of similarity to some general qualita- 
tive concept. For instance, the diagnosis of effort syn- 
drome is based on an aggregate of disturbances not due 
to any clearly defined organic or psychological defect in 
a person whose personality is of the type generally known 
to be liable to such reactions. The recognition of such 
inferiority of diagnosis is a constant reminder of the limited 
horizon, and should act as a spur to the enlargement of 
knowledge. Scientific method is critical of the quality of 
evidence and tries always to measure. A complaint of 
pain is not regarded as of much value until it has been 
defined in terms of its severity, location, duration, and 
quality. The statement that tubercle bacilli are not present 
in the sputum is regarded as of little value without know- 
ing how often the examination has been performed and 
whether concentration methods have been used and cul- 
tures made. A common example of neglect of scientific 
method is the tendency to embark on a range of laboratory 
tests without a thorough history. The most important step 
in the elucidation of an obscure disorder may be the obtain- 
ing from another hospital of a report of some antecedent 
illness or operation. 

The scientific study of disease recognizes no limitation 
of methods of observation. The pencil and notebook can 
be as effective an instrument of investigation as the elec- 
tron microscope—indeed, often more so. The only pur- 
pose in employing the inferior clinical methods of physical 
examination of the chest when a radiograph is available is 
to keep in practice these methods against the time when 
radiology is not available. It is just as important to appre- 
ciate the limitations of a method as to know its possibilities. 
The good physician appreciates that he deals in probabilities 
and not certainties. There is no such thing as the “ cast- 
iron” diagnosis. It is a commonplace in medicine to see 
individuals, condemned to death on the basis of a well- 
supported diagnosis of fatal disease, gain a reprieve either 
because of the remote chance of error or the rare regression 
of the process. 


Faults of Educational Practice 


An important characteristic of scientific method is that 
it strives always to be quantitative. The transition from 
the qualitative to the quantitative marks the adolescence 
of a branch of science, and the conviction that if a pheno- 
menon exists it can be measured is a sign of scientific 
sophistication. It is one of the serious faults of current 


educational practice that it allows people to obtain the 
hallmarks of higher education without any training in size 
language. Much effort is expended in developing facility 
in two or more descriptive languages, living or dead, in 
history, in formal mathematics, etc., to the complete neglect 
of training in elementary statistical methods. In my opinion 
some appreciation of how to assess significance in numerica} 
data, the normal distribution, and the theory of Probability 
is just as important in the educated person—particularly if 
he aims at being a useful physician—as being able to 
preserve the integrity of his infinitives and the purity of 
his tenses. Mathematics to a higher standard, including 
elementary statistical methods and an introduction to the 
calculus—most important in biological science because of 
its preoccupation with rates of change—should be an essen. 
tial requirement for admission to a medical school, fp 
exchange for this educational benefit I would willingly give 
the dead tongues, solid geometry, and much else besides 


Another characteristic of scientific procedure is a keep 
appreciation of the limitations of knowledge. It has beep 
said, whimsically, that one of the functions of a univers; 
is to teach what is not known, partly in order to throw 
into greater prominence the little that is known and partly 
to stimulate inquiry so as to reduce, however slightly, the 
seemingly infinite content of the unknown. Progress jn 
medicine has often been retarded by established authority. 
There is in human nature a deep-rooted fear of the 
unknown which tends constantly to seek solace in belief in 
the authority of the elder and to look for inspiration to 
the didactic rather than the appeal to reason. What in 
the light of present knowledge looks logical is likely to 
be quite absurd in the light of future discovery ; expressed 
epigrammatically, the dogma of to-day is the doubt of 
to-morrow. It was Willard J. Stone (1936) who, in his 
monograph on Bright’s disease, headed a chapter on classi- 
fication with this apt quotation from Bacon: “ The first 
distemper of learning is when men study words and not 
matter.” It should be the constant endeavour of the teacher 
in any branch of knowledge—and the principles of science 
are applicable to all knowledge—to be constantly on the 
watch to prevent the student believing rather than com- 
prehending. It is the inevitable fate of the teacher endowed 
with superior intelligence, wide knowledge, and an attrac- 
tive personality that his followers tend to accept his pro- 
nouncements because they are his and not because they 
represent reasonable deduction from inevitably meagre 
data. The intellectual vigour and scientific quality of a 
medical school can be gauged by the quality of the 
teacher-pupil relationship. An outstanding flaw in this 
respect is any element of the pompous or pontifical; a 
sign of grace is an atmosphere in which no student is ever 
afraid to question or to express doubt and in so doing is 
assured of kindly and appreciative consideration. 


Much misconception has arisen with regard to that. 


curious attribute which is called “clinical instinct,” the 
possession of which confers the power to arrive at a cor- 
rect diagnosis, more or less, at a glance. By many it is 
regarded almost with awe as evidence that its owner has 
capabilities which transcend scientific procedure—something 
akin to second sight. ‘“ He took one look at the patient 
and said he’s a case of acute Hodgkin’s ”—how often have 
we heard that sort of story? Such a tour de force isa 
compound of acute observation, extensive experience, and 
rapid deduction—all perfectly proper—coupled with a large 
slice of luck. If a clinical teacher indulges in such a 
diagnostic gymnastic he should take great pains to analyse 
the processes by which he arrives at the conclusion and 
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# emphasize that it is no substitute for thorough 


verification. Ree : 
Another much more mischievous slur that is often cast 


on scientific method in clinical practice is the implication 
that it is in some way antagonistic to the humanity which 
should characterize the physician in his attitude to suffer- 
ing. In that the object of the scientific approach is to 
influence favourably the state of the patient, any lack of 
sympathy or neglect of the patient's emotional state is 
just as much a crime against science as it is against 
humanity. 

The distinction between scientific method and empiricism, 
although very important, is rather subtle, in that the rela- 
tionship is rather that of the part to the whole. While 
the scientist is always endeavouring to verify and to extend 
knowledge the empiric recognizes no such responsibility, 
but is perfectly content to work within the bounds of cur- 
rent belief. I fully recognize that for those but moder- 
ately endowed with intellectual ability a sort of conditioned 
empiricism is the only possible modus operandi, but this 
should always be. recognized as an inferior substitute. 


Selection of Teachers 


It is clear that no educational system, however perfectly 
it be designed, can produce good results if it be applied 
to indifferent students by dull teachers. It is appropriate, 
therefore, to consider next the selection of the teachers and 
the taught. 

In the past the system of training and selection of the 
academic staffs of the non-clinical departments of medical 
schools has been on a very much more satisfactory foot- 
ing than in the clinical departments. The main reason 
for this is the circumstance that these men have been 
“ whole-time ” university or medical school teachers and 
have therefore been free to move from school to school, 
thereby acquiring a valuable breadth of outlook and experi- 
ence. Furthermore, their advancement has depended very 
much more on their status in the national or international 
association of their colleagues than on their local status 
among those most of whom are unable to assess them as 
critically as their peers. For instance, the career of a 
physiologist depends primarily on the opinion that other 
physiologists hold of him. In my opinion that is the 
biggest single factor which has promoted the undoubted 
scientific ascendancy of the so-called laboratory sciences 
over the clinical departments. In my own alma mater this 
point is well illustrated in a non-clinical department which 
in virtue of its whole-time status has been able to maintain 
in its direction an unbroken dynasty of illustrious scientists. 


Promotion to academic posts in the clinical subjects has 
been handicapped by the fact that until the comparatively 
recent introduction of whole-time units the field of those 
eligible has been almost entirely limited to those who had 
already sunk economic roots in the locality. This has 
resulted in a great variation of standards and quality from 
place to place and from time to time in the same place. It 
is not so much that those responsible have frequently made 
errors in selection as that sometimes they could have done 
much better if the field of candidates had been nation- 
wide instead of parish-wide. The other side of this picture 
is that many individuals of the highest ability and promise 
must have been denied opportunity because they had the 
misfortune to be contemporary with a surplus of quality 
in their own school and the system denied them the chance 
to move elsewhere. Previously academic clinical appoint- 
ments, with the exception of a few whole-time posts, had 
to be filled from “local talent,” and the almost invariable 


practice was for recognition as clinical teachers to be 
accorded to those who had been elected to the staff of 
the teaching hospital, in many places without prior refer- 
ence to the University, which therefore had little if any 
direct influence on the appointment. 

The position is very much better under the new Act. 
The substantial payment now given to all clinical staffs 
should make it easy for a specialist to accept an appoint- 
ment away from his own school. Whereas previously his 
survival in a new milieu was dependent upon his gaining 
in a short time a consulting practice or upon the possession 
of private means, he now, even on a part-time basis, has 
enough to keep him going until additional connexions are 
established. 

This severance of geographical economic bonds can con- 
fidently be expected to have a great vitalizing effect on 
the teaching of clinical subjects. It has been clear that 
many medical schools were decadent from inbreeding. 
The extent to which this had gone was shown by the fact 
that, far from deploring and seeking to circumvent the 
economic factors which limited their choice of recruits 
to their own school, they had come to invest this practice 
with a peculiar intrinsic merit of its own, or, as Chaucer 
expressed it, “to maken vertue of necessite.” It seems 
likely that in the New Order there will be little if any 
difference in standards of remuneration between academic 
centres ; this circumstance, coupled with migratory facilities, 
will mean that a medical school will have to compete for 
its staff, using for inducement opportunity for research, 
adequacy of clinical opportunity, a restricted quota of 
general administrative duties, and, above all, an atmo- 
sphere charged with a love of learning, a search for truth, 
and a tradition of discovery. A free migration of staff 
was probably one of the main factors contributing to the 
great efflorescence of scientific medicine which occurred in 
Germany from about 1850 to the first world war. 


Let us try to analyse the qualities which should charac- 
terize the medical teacher and, in particular, the clinical 
teacher. The most fundamental attribute must -be a 
thorough training in the method of science. It is this, 
and this alone, which will mean that his efforts will be 
characterized by thorough observation, critical evaluation, 
and intolerance of the specious and meretricious. He 
should be, or have been, engaged in the active prosecu- 
tion of research, because the procedure of science cannot 
be learnt from the grand-stand. It must not be expected, 
however, that he should always, or indeed often, have been 
responsible for outstanding advances in knowledge—such 
achievement comes only to the few. Another quality of 
equal importance is the possession in outstanding degree 
of clinical ability with all its implications of experience of 
humanity in health and sickness, coupled with qualities 
of compassion and insight without which the successful 
care of patients is impossible. 

Lastly, there is an aggregate of attributes essential in 
any person whose duties entail human contact and leader- 
ship—i.e., the capacity to inspire others, to get the best out 
of them, and to create an atmosphere of happy endeavour. 
Although it is hard to put into words, we all know what 
is meant when it is said of someone that he is “ difficult.” 
There are many ways in which this unhappy effect origin- 
ates, but a common basis of it is intellectual arrogance ; 
contrariwise, one of the most endearing of human traits is 
humility. However it may come about, it is an unhappy 
fact that some people possessed of intellectual ability are 
denied academic advancement solely because of their 
inability to create happy relations. On the other hand, 
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outstanding qualities of rapport may more than compen- 
sate for shortcomings in other directions, in that they create 
an environment which enables others to attain a pinnacle 
of achievement which would otherwise be denied to them. 


Selection of Students 


Here one enters a highly controversial field. One of the 
fundamental aspects of this problem is the question whether 
or not there are enough individuals of sufficient intelligence 
to meet the demands of the community. The increasing 
complexity of community organization and the develop- 
ment of technology are steadily shifting the emphasis from 
brawn to brain, and there is hardly a trade or profession 
which is not bent on imposing ever higher educational 
standards on its entrants. Each profession is bent on 
carving for itself the largest possible slice of the cake of 
intelligence. This is all very right and proper, but current 
belief regards the distribution of intelligence in the com- 
munity as a relatively fixed characteristic susceptible only 
to slow change over many generations. Intelligence so far 
as it is understood—and its definition and measurement 
are relatively rudimentary—is probably not susceptible to 
any great improvement in any one individual. The British 
Medical Journal in a leading article and in a paper by 
Smyth (1946), and the similar number of the Lancet in 
1948, dealt with the subject of selection of medical students. 
It was made clear that the problem was complex and was 
fundamentally hampered by ignorance of the qualities 
necessary for success in medicine. However, a systematic 
effort is now being made to determine by organized investi- 
gation the correlation between various grades of achievement 
and different combinations of intellectual and personality 
attributes. It will obviously take years to reach any defi- 
nite conclusions. In the meantime it is clear that the more 
effort medical schools take to find out about their applicants 
the less likely are they to acquire gross misfits. An inter- 
view conducted by a small committee is essential. Students 
who show an outstandingly poor performance during the 
earlier years of the course should be discouraged from con- 
tinuing. Britain is no longer wealthy in terms either of 
man-power or of treasure, and she can no longer afford 
the luxury of square pegs in round holes. 


Integration of the Curriculum 


Although my qualifications allow me to speak with any 
measure of authority only in the department of medicine, 
I venture to offer some comments on education in the 
earlier years. Following a good grounding, preferably at 
the university standard, in physics, chemistry, and biology, 
the student passes to the study of anatomy and physiology. 
In this direction the most notable advance of recent years 
has been made at Birmingham, where under the leadership 
of Professors Zuckerman, Gilding, and Smout there has 
been effected a fusion of the normally isolated disciplines 
of anatomy and physiology. Zuckerman (1947) has pointed 
out that this separation is a temporary phenomenon which 
has prevailed for only some 60 years. 

In 1845 William Bowman, in conjunction with Robert 
Todd, produced a great textbook, entitled The Physiological 
Anatomy and Physiology of Man, which made no distinc- 
tion in its presentation between structure and function. 
Apparently the separation was in large measure due to the 
influence of Sharpey, followed by Schaefer, who, while 
contributing much to knowledge of structure particularly 
in the histological field, so developed the experimental 
approach as to establish this tradition as an entity separate 
from those who concerned themselves more or less exclu- 
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sively with the direct observation of tissue structure. The 
same influence led to the curious anomaly that, while 


_ macroscopic structure became the domain of the anatom; 


microscopical anatomy remained in general within the 
province of the physiologist. _The last two decades have 
seen anatomists adopting more and more the experimental] 
method so as to restore the former unity of approach 
Parallel with this, another and philosophically not dis. 
similar trend can be discerned in that the physiologist o; 
anatomist—it matters little what you call him—is Probing 
ever deeper into the dynamics of molecular behaviour 
making use of the modes of thought and techniques which 
traditionally have belonged to the chemist and physicist 
These developments emphasize that the scientific study of 
phenomena, particularly biological, knows no narrow tradj- 
tional boundaries. The approach to a problem may at one 
time be mainly structural, at another functional. Function 
may imply the methods of organic chemistry, the techniques 
of nuclear physics, or the refinements of electrical engineer. 
ing. The researcher must be a jack-of-all-trades and a 
master of many, or at least capable of working in fruitfyl 
harmony with many masters. 


Widening Horizons 


The influence of this widening of horizons goes far 
beyond the most successful fusion of instruction in anatomy 
and physiology effected at Birmingham. We are now 
engaged in studying how best to apply this scientific 
“holism ” throughout the whole of the curriculum. The 
first step in this direction is to make the student’s transij- 
tion from the preclinical to the clinical as smooth as pos- 
sible and to impress on him that the knowledge and modes 
of thought he has already acquired form the only secure 
basis of clinical practice, and that the good clinician shares 
with the good physiologist devotion to the same scientific 
procedure. There used to be a time when, the second 
M.B. hurdle surmounted, the student proceeded to a book- 
seller to sell his physiology books ; he usually retained his 
anatomy works, because the surgeon has always placed 
great emphasis on a good knowledge of macroscopic mor- 
phology. With few exceptions teachers of medicine and 
surgery who qualified more than a generation ago have 
not attempted to base their clinical teaching on physio- 
logical knowledge, and therefore the student has not appre- 
ciated the concept of a body of knowledge one and 
indivisible. 

This appreciation of the unity of knowledge extends 
beyond the transition from preclinical to clinical, and we 
intend to make of it a guiding principle in the reorganiza- 
tion of the curriculum of the clinical years. It is our inten- 
tion that pathology be the central discipline around which 
is built the study of medicine and surgery, and at appro- 
priate stages pharmacology and all the other subjects which 
constitute the traditional more or less independent content 
of the conventional curriculum. 


An essential corollary to pathology occupying the central 
place in co-ordinated teaching is that it should be one 
of the subjects of the Final Examination and should be 
taken within a few months of the examinations in medicine 
and surgery. It is quite illogical that it should be other- 
wise, and in this school steps are being taken to effect 
such an association. It may even be desirable to go further 
and have written papers and viva-voce examinations con- 
ducted jointly by pathologist, pharmacologist, physician, 
and surgeon. This would serve more than anything else 
to emphasize to the student the essential unity of these 
subjects. 
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The Place of Surgery 
In: such co-ordinated _ teaching the place of surgery 
requires close examination. Traditionally surgery has 
tended to be taught and practised as a discipline separ- 
ate from that of medicine. There are obvious though not 
particularly sound reasons for this dichotomy. The sur- 
eon has in the past had more to offer suffering humanity 
than the physician, and the rapid development of surgical 
techniques has in itself been a complex process of immense 
practical significance. Furthermore the surgeon enjoys a 
position in public esteem far transcending that of the physi- 
cian—in some measure due to the inherent drama of the 
surgical operation and the strong appeal it makes to primi- 
tive emotional characteristics. However, in my opinion the 
time has come for a real rapprochement between surgery 
and medicine. The community of work and interest is far 
greater than the divergence. The physician need not be a 
surgeon, but the surgeon must be a physician. They are 
both engaged primarily in the recognition and study of 
disease processes, using the same methods of thought and 
similar diagnostic aids. The difference comes when the 
surgeon steps into his operating theatre and carries out 
surgical therapy. 
Speaking as a spectator, I would say that the difference 
between a good surgeon and a bad surgeon is much more 
often to be found in his ability as a physician than in his 
purely operative technique. The closest harmony has a 
beneficial effect on both, particularly on the physician, who 
comes to appreciate the great opportunities and inevitable 
limitations of surgery and to realize the utter futility of 
treating the surgeon as a person whom he directs to do 
a specific operation. It is essential that the physician call 
in the surgeon in consultation, not so much to have an 
operation performed as to get another opinion on the prob- 
lem in its entirety. In my opinion a very practical method 
of emphasizing the unity of outlook is to avoid, except for 
very special purposes, the rigid hospital segregation of 
medical and surgical cases. I have the inestimable benefit 
of working with surgical colleagues who permit cases on 
which they have operated to remain in the medical ward. 
Witnessing the post-operative course and surgical after-care 
has an excellent influence on staff and students, and empha- 
sizes that there is no fundamental distinction between dis- 
eases treated surgically and those treated medically. I 
look forward to the day when clerking and dressing as 
separate disciplines are abolished and students will serve 
their clinical apprenticeship in hospital units where cases 
are treated some by surgical methods and some without, 
and where the surgeon shares with the physician the clinical 
teaching irrespective of whether operative therapy is 
applicable. 
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Lightening the Burden 

As regards theoretical teaching in these subjects, close 
integration will lighten the burden for both teacher and 
taught. The cry of “Pity the poor student ” is often raised 
these days. It is stated that there is so much more to learn, 
professors of this specialty and that subject all clamouring 
for more hours in which to profess their branch of know- 
ledge, with the result that the student is in danger of being 
utterly overwhelmed by a flood of facts. That this tendency 
exists I do not deny, but I believe it is due not so much to 
the acquisition of new knowledge as to failure to discard the 
old. Viewed rationally, I am convinced that the presenta- 
tion of a well-balanced curriculum within the compass of 
the intelligent student—and there is no place in medicine 
for the dullard—is easier to-day than it has ever been. 
There are numerous instances of where increasing know- 


ledge has replaced a welter of irrational conjecture by a 
relatively concise body of knowledge. A very obvious 
example is drug therapy, in which a small number of 
potent agents have entirely replaced a wide range of pro- 
ducts at best inactive or at worst harmful. Furthermore, 
the increasing emphasis on scientific procedure with its 
insistence on the critical evaluation of evidence has made 
the mere acquisition of facts of less importance. It is futile 
to attempt to show the student even a majority of the 
almost infinite varieties of human ailment. The careful 
study and critical evaluation of a relatively small number of 
diseases in all their facets constitute a better preparation 
for medical practice than a motley of fleeting impressions. 
An essential feature should be emphasis on where to find 
information rather than on any attempt to overburden the 
memory. 

Clinical teaching to be of real value must be conducted 
with a small group: it is earnestly to be hoped that the 
increased number of students will not result in large ward 
classes. With a small group it is possible to make of each 
member an active participant in the work of the class. The 
student is much more likely to carry away a vivid impres- 
sion of a case which has been demonstrated by a fellow 
student under the guidance of the teacher than if all the 
interrogation and demonstration has been done by the 
physician. We all know the form of teaching in which the 
lecturer talks the whole of the time, relates the patient’s 
history—or what he thinks ought to be the history—rapidly 
demonstrates selected physical signs, answers his ow: ques- 
tions to his own complete satisfaction, and relegates the 
students to the role of passive spectators. 

Probably as the result of the morbid-anatomical era in 
medical development with its preoccupation with structure 
rather than function, there has tended to be undue emphasis 
placed on physical signs and insufficient attention paid to 
disordered function as revealed by the history of the illness. 
Platt (1947) studied the value of the patient’s history apart 
from physical examination as a guide to diagnosis, and 
came to the conclusion that in 68% of cases an accurate 
diagnosis—as confirmed subsequently—was made on the 
basis of the history, while in only 6% was it found either 
impossible to reach a diagnosis by this means or such 
diagnosis was completely wrong. This is most important, 
and cannot be over-emphasized in clinical training. How 
often one sees clinicians embarking on this or that labora- 
tory investigation or listening intently at a stethoscope or 
peering into a fundus when all these investigations would 
have some meaning and coherence if a little time were spent 
on the history. Much of the trouble lies in the character 
of the clinical part of final and higher examinations, which 
places an undue premium on the “ physical sign ” and makes 
little if any attempt to assess the candidate’s interrogatory 
ability. 


A Welcome Development 


A very welcome recent development in clinical teaching 
has been the enlargement of the scope of social medicine: 
Previously this subject, or public health as it was calied, 
was more or less limited to State medicine and sanitary 
science, and was exclusively non-clinical. Aithough in 
every group there were notable exceptions, it was on the 
whole true that conventional clinical medicine concerned 
itself exclusively with the organic aspects of disease and 
gave but scant attention to the patient as an individual, 
the influence of his social environment on the origin, 
development, and prognosis of his illness, and the effect of 
this illness on the prosperity and health of the other 
members of the family. Up till the last few years there was 
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an excellent reason for this omission in that the contempla- 
tion of the social and economic causes and consequences 
of illness brought inevitablé frustration, because the aid 
and resources necessary to mitigate these influences were 
either totally absent or were provided by some charity 
usually gravely hampered by lack of funds. There has 
grown up under the new social Acts a wide range of assis- 
tance which can be brought to the aid of the victims of 
illness and accident, not as an act of charity but as 
an expression of the prudence of a community which 
has elected to insure itself against the malevolence of 
chance. 


Although the general principles and the social biology 
of social medicine are a matter for a non-clinical depart- 
ment, their application to individual cases of illness is of 
the very stuff of clinical medicine and constitutes a matter 
for the clinician. It is in my opinion quite wrong for the 
physician to limit his view of the case to the details of 
the disease process and to leave the assessment of the social 
factors to another person, such as an almoner. The help 
of the trained social worker is of the greatest possible value, 
but it achieves its maximum value only in close co-operation 
with the physician. This emphasis is particularly valuable 
in teaching, because the general practitioner has rarely got 
the help of an almoner and he must be quick himself to 
perceive and alleviate the social stresses of illness. 


Conclusion 


I can do no better than conclude with a quotation from 
the evidence that Sir Thomas Lewis presented to the Good- 
enough Committee ; he said of medical teaching that it 
should “ aim at sending the student forth with a well-trained 
mind, familiar with and critical of sources of information, 
possessed of a sound knowledge and experience of all com- 
mon disease, and of disease and manifestation of disease 
—whether common or rare—that is clearly understood. 
Thus a substantial foundation will be laid upon which, by 
building as he has been taught, his mind can become well 
stocked.” 
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In a pamphlet entitled “ Hospital Reform in New Zealand ” 
Drs. Selwyn Morris and Douglas Robb advocate a complete 
survey of hospital resources in the country, with the idea of 
grouping them ultimately under six regional hospital boards. 
They say that there are now too many small and unrelated 
administrative units. The general medical services overlap the 
hospital work, little attention is given to the care of the aged, 
and there is an undesirable division of authority between the 
local hospital boards and the Government department. The 
regional hospital boards would each serve about 300,000 
people, and would have their base hospitals at Auckland, 
Hamilton, Palmerston North, Wellington, Christchurch, and 
Dunedin. There should also be an investigation into the 


nursing services. The existing shortage of nurses has necessi- 
tated curtailment of hospital 
occasion. 


work on more than one 
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THE TEACHING OF PHYSIOLOGY” 


BY 
G. W. PICKERING, M.A., M.B., F.R.CP, 


Professor of Medicine, University of London 


“The true aim of the teacher must be to impart an 
appreciation of method and not a knowledge of facts.” 
KARL PEARSON (1900), 


Medical education, said Abraham Flexner, is a Problem 
not of medicine but of education. That statement is 
true to-day as when it was made. If we are to judy 
rightly of what should be sought in teaching Physiology 
we must begin by examining the aims and methods of 
education and the difficulties of realizing them in the medj. 
cal course. For one of the major criticisms of medica) 
education is that the elementary principles of educatiog 
have been forgotten. 


Education and Instruction 


In the older universities a sharp distinction was draw 
between education and instruction. The Oxford English 
Dictionary, defines “ educate” as follows: “To bring wp 
from childhood, so as to form habits, manners, mental and 
physical aptitudes.” 

The essence of education is that the student does the 
work. He is guided and stimulated by his teachers, and 
his teachers appraise and criticize his efforts. Set classes 
occupy but a fraction of the student’s time-table ; most 
of his time is spent working on his own in the library, 
the study, or the laboratory. To carry out this system 
effectively the pupil must have learned how to work and 
classes must be small, which requires a high teacher / student 
ratio. The system still operates in sixth-form work in 
schools and in the older universities, particularly in 
languages and humanities. 

The Oxford English Dictionary defines * instruct” as 
follows: “To furnish with knowledge or information.” 
The teaching is didactic. The student learns by memorizing 
material which he receives in lectures or from textbooks. 
His own mental contribution, apart from a feat of memory, 
is small. This system requires only a small teacher / student 
ratio. It operates in elementary schools and in trade and 
technical schools. 

The object of education is to train the student’s mind, 
to train it to seek its material from original sources, to 
manipulate ideas, and to weigh the evidence which bears 
on these ideas. The well-educated man is not merely a 
man of superior knowledge ; he is also a man of method, 
a man whose mind is so trained that it can deal adequately 
with a problem presented to it for the first time. He can 
clearly define the problem, collect the relevant facts, evalu- 
ate what may seem to be contradictory evidence, and arrive 
at a judgment on the problem. These steps are common to 
most of the higher intellectual processes that make up the 
life of a civilized community. 

In the case of science the same steps are taken, the facts 
being first won by simple observation. Then follows a 
further process which is the most important, and is the 
peculiar contribution of natural science. This is the method 
of experiment, which is the essence of the scientific method. 
Here the observations are made under a variety of condi- 
tions, in which one or more variables are controlled, kept 

constant, or eliminated. It is by the method of experiment 
that conflicting hypotheses are tested and a decision finally 
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reached on 
to the scien 
and ability to con 


and inanimate. oe . 
The object of instruction is to teach a particular system 


§ belief or practice. Thus religious instruction is rightly 
y called. In the secular field the method is particularly 
suited to the teaching of an art or a trade or a technique. 


which, if any, is correct. It is of course chiefly 
tific method that we owe our knowledge of 
trol the world of nature, both animate 


Method in Teaching 


Since medicine always has been in large part a practical 
art, instruction clearly has its place as a method of teaching. 
But when medical schools were incorporated in the uni- 
versities—and the past two years have witnessed the com- 
pletion of this process in Great Britain—it was tacitly 
admitted that the educational method, which is the chief 
concern of the universities, should play an increasingly 
important part. A century and a half ago there may have 
seemed to be little justification for such a step. But the 
rapid progress in our understanding of biological pheno- 
mena since that time has now made the use of the method 
imperative. For the most important asset that the newly 
qualified doctor should have is an ability to learn both 
from his own experience and from that recorded by 
others. 

Now, if we look at the medical course of to-day we find 
that the method of instruction is almost in sole possession 
of the field. The educational method is used sparingly or 
not at all. The result is what would be expected. In the 
words of the Royal College of Physicians Planning 
Committee (1944): 

“We are agreed that, quite apart from lack of character and 
ability that may be avoided by improved recruitment and selec- 
tion, the average medical graduate has defects which are to be 
attributed chiefly to the manner of his training. He tends to 
lack curiosity and initiative ; his powers of observation are rela- 
tively undeveloped ; his ability to arrange and interpret facts 
is poor ; he lacks precision in the use of words. In short, his 
training, however satisfactory it may have been in the technical 
sense, has been unsatisfactory as an education.” 


There are three reasons for the failure to use the educa- 
tional method in medicine. First, historical; the course 
has grown out of a course of instruction, and the natural 
tendency is against change. Secondly, the crowding of the 
curriculum ; since the student learns more slowly by his 
own efforts than by the memorization of predigested infor- 
mation, less ground can be covered in the time. Thirdly, 
the small size of university staffs. 

Of these causes the second is the most difficult to com- 
bat. There is a tendency to forget that the unfortunate 
student has such a thing as a mind that is worth cultivating ; 
there is a tendency for each teacher to regard his own 
subject as the most important in the whole curriculum, to 
forget that in medicine there are some 14 other subjects, 
and ruthlessly to demand his pound of flesh. The first 
cause needs no discussion; the third is ceasing to be 
operative since the increase in Government grants to the 
universities. 

It is quite beyond the scope of this article to suggest 
what should be eliminated from the curriculum. All bodies 
who have considered the matter agree that much should, 
but until medicine has an enlightened dictatorship, or until 
some of us are prepared to be consistently rude to our col- 
leagues, little will be done. It is urgent that it should be 
done, because the recent increase in university staffs makes 
the increasing use of the educational method a practical 
proposition for the first time. 


The Place of Physiology 


Against this background we may consider the place of 
physiology, the opportunities it offers as a medium for 
training the mind, and the way in which these opportunities 
can best be utilized. No doubt it is chiefly because I am 
not and never have been on the staff of a university depart- 
ment of physiology, though I have long been a member of 
the Physiological Society, that the Editor asked me to 
contribute this article. 

Physiology and the closely related biochemistry have 
made enormous strides in the last century. Much is now 
known of the behaviour of the mammalian body, both in 
terms of the body as a whole and in terms of its constituent 
organs and cells. This knowledge forms an essential basis 
for understanding the behaviour of the body in disease, 
and thus is an essential basis for clinical work and its 
numerous subdivisions. It is therefore quite obvious that 
during his course of physiology the student should gain 
as complete as possible a knowledge of the contemporary 
status of the subject. 

The course in physiology, however, has another and 
even more important function. One constantly hears that | 
the premedical subjects of chemistry, physics, and, biology 
are justified because they teach the student the fundamental 
principles and methods of science. From my own experi- 
ence as a recipient, as a donor, and as an observer of the 
premedical course in more than one university and school, 
nothing is further from the truth: the course tends to 
degenerate into a cram-class in which the student learns 
by rote. Of all the subjects in the medicai curriculum 
proper none is a better vehicle for the teaching of method 
than physiology. For physiology has been won by the 
experimental method, and the exponents of this method 
in physiology have numbered amongst them sume of the 
greatest names in science. It is not enough, therefore, for 
the teacher in physiology to give his students a compre- 
hensive knowledge of the subject. He must also give them 
a firm foundation in the scientific method, and particularly 
in the experimental method. For if he does not, he is 
failing in his most important duty, for no other teacher 
in the curriculum has similar opportunities for the 
exposition of method. 

By physiology we usually mean animal physiology. While 
there are many points of resemblance in the behaviour of 
a'l animals, there are very numerous differences in detail. 
The fish differ from amphibia, amphibia from birds, and 
birds from mammals. Even in the mammalia there are 
often striking differences between genera and even species. 
Now it has been maintained that it does not matter which 
animal is used to illustrate physiological behaviour. This 
is incorrect. To quote from the Cambridge University 
Report on University Education and Business (1945): 

“* Any subject can be used as a means of training and develop- 
ing the intelligence, and when intelligence has been developed 
by exercise it will be a better instrument for studying other 
subjects. This, however, is not the same as saying that the 
clarity in thought attained in one subject is directly transfer- 
able to another. In order to secure clarity the ideas involved 

must be easily manipulated, and an early acquaintance with 
these ideas is a great aid to proficiency. Further, if the subject 
is one for which the student has special interest, he will more 
readily advance by using his innate ability unchecked by lack 
of interest in the subject-matter. Perhaps one of the most 
useful conclusions of experimental psychology has been to 
stress the importance of developing intelligence in conjunction 
with special aptitudes and interests.” 


Since most students of physiology are going to be doctors, 
and will be primarily concerned with man, it is clear that, 
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in presenting physiology to the student, man should be 
used’ wherever possible ; if not man, the mammal. It is 
easier for the student (and in view of the strain of the 
curriculum this aspect should always command respect) if 
human or mammalian physiology is the medium in which 
he is taught. While this should be a guiding principle, it 
need not be adhered to slavishly. There are aspects of 
cellular physiology which can at present be worked out 
only in invertebrates, and the energetics of muscular con- 
traction are as yet well elucidated only in the frog. There 
Most active laboratories 
have a team or teams working on a limited field. It is 
natural that in the relevant school most attention should 
be paid to this particular field. From the educational point 
of view this is the correct course, because the student will 
learn method best by working in the field which his teacher 


is one other important point. 


has mastered. ; 
Techniques of Education 


Having defined our objectives, in which method has been 
stressed, and having discussed the principles guiding con- 
tent, we may proceed to discuss the techniques of education 
that are available—the lecture, the tutorial, and the practical 


class. 
The Lecture 


When the attitude of a teacher is that of an instructor 
the lecture becomes a dogmatic exposition which is no 
more than a substitute for the textbook. It is what my old 
teachers in Cambridge used to define as a system for trans- 
ferring material from the notes of the lecturer to those of 
the student, without the material passing through the minds 
of either. It is of limited value, but it is popular with the 
student in these days of overloading, because he feels that 
if he learns his lecture notes he should be able to pass his 
examination. To the teacher who regards his function as 
that of an educator the lecture has a different purpose. No 
attempt is made to cover the ground completely ; certain 
problems are taken up and defined, and the experimental 
evidence which has been accumulated in exploring the 


problem is set forth and critically assessed. 


I always remember in this connexion an elementary lec- 
ture at Cambridge by Sir Joseph Barcroft on the kidney. 
He described briefly the kidney structure and told us he 
was going to ask six questions and describe one experi- 
The questions 
were: Does the glomerulus of a frog act as a filter (evi- 
dence the constitution of the glomerular filtrate as obtained 
by Richards by puncturing Bowman’s capsule with a micro- 
Does 
the tubule of the frog excrete? The same three questions 
were.asked about the mammal. This lecture was remark- 
ably helpful in having picked out the major questions in 
kidney function, and excellent as an exposition of the scien- 


ment to answer each of these questions. 


pipette)? Does the tubule of the frog reabsorb ? 


tific method. It was to my mind the model of what a 
lecture should be. 
The Tutorial 

The second method is the tutorial. By a tutorial I do 
not mean the revision class to which we have become accus- 
tomed in our medical schools, which is nothing more than 
a cram-class of the most brazen variety, with examination 
success as its only goal. Not surprisingly, this kind of 


class has become popular with the overburdened student, 
and his teachers can see in it a sign of the mental disease 
of which they are the chief creators. I mean by a tutorial 
a class of the kind that is so important a part of the edu- 
cational method as practised in the sixth form of a good 
school and at Oxford or Cambridge. 


The essence of such a class is that the studen 
a subject by reading a list of references which pha 
have been given by the teacher. The results of the sindean 
reading and deliberations are presented either as an toes 
or verbally to the group. The function of the teacher ; 
to criticize and to comment on the matter and form ; 
the presentation. These classes are inevitably smal] a 
they can be effectively conducted only if the teache 
realizes their function and has the ability to get to ra 
his students and to help them individually. Outside Oxford 
and Cambridge this method is not to my knowledge useg 
in Great Britain. Of all the subjects in the medical course 
none is more suitable than physiology for its employment. 
Nevertheless it will be difficult to start such a class. for 
so few of the graduates we turn out of our medica] schools 
understand the principles of education, and fewer have 
any knowledge of how to apply them. The danger will be 
of producing just another cram-class, always popular with 
the student and requiring no mental exertion by the teacher. 


The Practical Class 


It is in the practical classes that the content of physiology 
assumes major importance. I am glad to find that the day 
when the frog was the mainstay of practical physiology i 
nearly over. Wherever possible man should be used as a 
subject ; if ndt man, the mammal. Now it is possible to 
illustrate a remarkable variety of experiments relating to 
the fundamental principles of physiology by experiments 
on man. Professor Landis, of Harvard, has instituted such 
a class, which I saw in operation. Lewis’s Exercises in 
Human Physiology, 1945, is a compendium of simple and 
very illuminating experiments drawn largely from his own 
field ; many experiments of similar type could be found 
elsewhere to complete the course. 

The advantage of such a course is obvious. The student 
becomes familiar with the workings of the human body 
and with the approach to human problems through experi- 
ments on man himself—an invaluable prelude to medicine. 
It is one of the major shortcomings of contemporary medi- 
cine and surgery that so little use has been made of the 
experimental method, that we have failed to verify so much 
that is capable of proof or disproof, and that we accept as 
fact so much that is no more than a tissue of dreams. The 
difficulty in arranging such a class is the space required 
to accommodate so large an experimental animal and his 
observers. When new departments of physiology are built 
they should provide for such a laboratory, which could also 
be used for teaching elementary physical signs. 

Classes in mammalian physiology in Great Britain will 
be difficult to organize so long as they are based on the 
cat or dog, uncommon and expensive animals the use of 
which is much hedged round by restrictions. In Adelaide 
I saw a most successful practical class in which the wild 
rabbit was used. These animals are apparently very tough 
and can be trapped cheaply. Of a team of six students, 
there was one anaesthetist, one surgeon, and one assistant, 
two in charge of recording apparatus, and one in charge 
of notes. A series of 12 experiments was done, including 
the occlusion of the carotids before and after denervating 
the carotid sinus with collections of blood from the 
suprarenal vein. 

Sir Stanton Hicks told me that these classes had been 
remarkably successful. The students learned to work as a 
team and succeeded in carrying out in a remarkably suc- 
cessful fashion even a very difficult technique such as that 
just quoted. But one of the great points about such a 
class is the interest it stimulates. The student is able to 











Se 


recor 
said 


have 


sidert 
The : 
muct 
Ofter 
so. lc 
of wé 
led te 
failut 
ingly 
tions. 
to hi 


meth 
this : 
by ti 
the } 


tion 

requi 
cour: 
must 


conti 
also 

been 
care. 


TI 
this 
dow!) 
logis 
he h 
to le 
done 
pete! 
any 
but | 
tanc 
stud 
me i 
these 
to h 
stror 
had 
havi 
idea 
most 
to-d: 


Cam! 


Lewi: 





logy 


ry is 
as a 
© to 
g to 
ents 
uch 
| in 
and 
wn 
und 


ent 
dy 
er i- 
ne. 
di- 
ich 
he 
iis 
ilt 
ill 

1e 


‘* Vw Vw 





/ 


TEACHING OF PHYSIOLOGY BRITISH 


505 


MEDICAL JOURNAL 





Sept. 3, 1949 


—— 


record these very dramatic facts for himself, and Sir Stanton 


id that one of the major difficulties in running the class 
pr to get the students out of the laboratory in time to 
have it cleaned up for the next day. 


The Student’s Problem 

Education is essentially a partnership, and having con- 
sidered the teacher’s side we must not forget the student. 
The student of to-day faces a problem that is in many ways 
much grimmer than that which faced his predecessors. 
Often he is dependent on a grant which continues only 
so. long as he passes his examinations. The exigencies 
of war and the pressure of students on medical schools have 
led to the practice of expelling a student after one or two 
failures in an examination. The student’s request is accord- 
ingly a simple one: he asks to be put through his examina- 
tions. Whether or not he is educated in the process is 
to him a secondary consideration. 

If we teachers place a high value on education, and on 
method, we must ensure that the student who has acquired 
this is duly rewarded. This can be done im two ways: 
by taking into account his performance in class during 
the year, and by ensuring that the examination is largely 
a test of method. For I doubt whether we are in a posi- 
tion to do away with examinations. Nevertheless, they 
require the same careful study as the course itself. If the 
course is being designed to impart method the examinations 
must be designed to test how far method has been acquired. 
And since all professional examinations have and must 
continue to have an external examiner, it is clear that he 
also must understand and be in sympathy with what has 
been attempted. His selection therefore requires equal 
care. 

Conclusion 

The reader who has persisted thus far may remark that 
this article is just loose talk, that the writer has not laid 
down a precise syllabus, that he has not told the physio- 
logist what he must teach and what he need not, and that 
he has not laid down the number of hours to be devoted 
to lectures and tutorials and practical classes. I have not 
done this, for three reasons: first, because I was not com- 
petent to do so; secondly, because I profoundly distrust 
any precise statements on matters that are so controversial ; 
but my chief reason is that these matters are of less impor- 
tance than the attitude of mind of the teacher and the 
student. I personally do not mind if a student comes to 
me in medicine with enormous lacunae in his knowledge ; 
these he can very quickly repair once they are pointed out 
to him, if he has learned how to learn. But I do very 
strongly object when I meet students who have already 
had three years of university education, and who, far from 
having the scientific attitude of mind, have not the least 
idea what the scientific method is. That I regard as the 
most heinous crime of our system of medical education 
to-day. 
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“It could be said, I suppose, that of all the changes which 
have occurred in the last half-century, the most beneficent 
are the discoveries of medical science. Assuredly much pain 
has been alleviated and much hope created by contemporary 
researches into the functioning of the endocrine glands and 
by such discoveries as insulin and the many varieties of anti- 
septic and anaesthetic drugs."—Mr. Harold Nicolson, the 
Spectator, August 19, 1949. 
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The teaching of chemistry to medical students has been one 
of the most controversial subjects in the whole of medical 
education. That a sound knowledge of organic and physical 
chemistry is necessary for the proper understanding of 
medical and allied subjects will be disputed by nobody ; 
but what is the best method of imparting this knowledge ? 
Medical students are taught chemistry usually in one of 
two ways. If they are students at a university possessing 
a single chemistry department, they attend special courses 
in this department. On the other hand, if they are students 
at a medical school attached to one of the big London 
teaching hospitals, the medical school in most instances 
provides teaching of the complete curriculum and the 
student is taught chemistry in the chemical department of 
the medical school. 
Two Methods 


It must be emphasized at the outset that these instances 
differ entirely in the problem they present. A university 
chemical department is naturally a highly specialized and 
well-equipped institution with a series of professors for 
organic chemistry, inorganic chemistry, physical chemistry, 
and so forth. Each of these subdepartments of chemistry 
is fitted with modern apparatus and well-turned-out teach- 
Here are all the facilities for teaching, 
together with the necessary inspiration and drive given to 
a subject by those engaged in original research. Theoretic- 
ally at least, in these circumstances the medical student 
should have the advantage of an ideal education in 
chemistry. 

Before considering-in detail what happens to him in this 
department, let us turn to the potentialities for the student 
in the hospital medical school. From the material point 
of view he is obviously very much worse off than his 
fellow-student at a university chemical department; for 
medical schools cannot afford to maintain and equip a 
chemical department of the same standing as that in a 
university. They obviously cannot afford to have three 
or four professors for the teaching of the various branches 
of chemistry, nor have they the space for separate depart- 
ments of inorganic, organic, and physical chemistry. Again, 
the equipping of laboratories of this type with modern 
apparatus would be an expense beyond their power. The 
chemistry department is therefore organized on different 
lines, consistent with its admittedly more limited scope. 
One man is responsible for organizing the teaching in all 
branches of chemistry, and he is assisted by more junior 
lecturers and demonstrators. The teacher of chemistry in 
the hospital medical school can claim an advantage over 
his counterpart in the university chemical department. 
Having spent years in a medical school, he has become 
acquainted with the ways and minds of medical students 
and is therefore perhaps in a better position than others 
to have responsibility for their chemical instruction. We 
can quote many examples of distinguished organic chemists 
who have devoted the greater part of their lives to the 
teaching of medical students. 

To switch back to the university chemical department, 
one must point out that the position of such a student 
is not quite so enviable as would appear at first sight. 
For a number of years past every university chemical 
department in the country has been grossly overcrowded 
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with honours and ordinary-degree students taking chemistry 
in its various branches as their main subject. Laboratory 
accommodation for practical work in every university in 
the country is inadequate, and almost without exception 
practical classes have to be run in shifts. The director 
of a university chemical department would indeed be abnor- 
mal if he did not regard the purely chemical student as 
his first charge, and not unnaturally the medical students 
are regarded as an unfortunate burden and necessity. They 
have to be fitted in to suit the convenience of the degree 
students, and usually the less senior and inspiring teachers 
are allotted for their instruction. We can sympathize with 
the purely chemical teacher in the university chemical 
department, to whom by definition the medical student must 
be little other than a nuisance. 


Value of Chemistry to the Medical Student 


It is very difficult for the medical student to regard the 
instruction for the first and second medical examinations 
as other than hurdles and obstacles put in his path to pre- 
vent his getting to the clinical work in the hospital. 
Chemistry to him means a kind of barbed-wire entangle- 
ment through which he must cut his way and so get to the 
patients in the wards. Unless he is very carefully taught, 
he does not realize that chemistry is being taught him for 
its intrinsic value, nor how it will help him when he does 
get to the wards. The teacher in the university chemical 
department completely loses sight of the medical student as 
soon as he has passed his second M.B., and one can well 
understand the lack of interest which must inevitably arise 
in these teachers. 

We are faced, therefore, with an unsatisfactory state of 
affairs both in the university chemical department and in 
the hospital medical school. In order to solve this difficult 
problem we must first of all try to define how much chemi- 
cal knowledge is necessary for the efficient practice of medi- 
cine. This is said advisedly, since we must never lose sight 
of the fact that the main function of the medical schools 
is to produce practising doctors and not medical research 
workers. Every commission and committee that has sat 
on the revision of the medical curriculum has had pon- 
derous and far-reaching comments to make about the 
teaching of chemistry, but it is my opinion that very few 
people who have studied this problem really see it in its 
proper perspective. 

Obviously the ideal form of education would be to give 
the medical student a competent working knowledge of 
organic chemistry and biochemistry. To do this would 
take several years of study of chemistry and later of bio- 
chemistry alone. It is obvious that such a course is impos- 
sible, and we are therefore faced with the limiting factor of 
how much knowledge can be imparted to the average 
student in the six or seven years during which he is avail- 
able for tuition at the medical school. The amount of 
time allotted for the teaching of chemistry and biochemistry 
has been settled as a result of uneasy compromise between 
the warring factions of anatomy, physiology, and chemistry. 
The only practical way to regard the problem is to accept 
with as good a grace as possible this allocation of time 
and to see what can be fitted into it. 


Co-ordination of Work 


We may assume that the student of to-day, and certainly 
of the future, will come to the medical school with a fairly 
competent knowledge of elementary inorganic and physical 
chemistry, and either a smattering of organic chemistry or 
none at all. It would seem to me that the first and most 


important consideration is that the chemical course 
student should be treated as a whole from the moment he 
enters the medical school to the time when he is dealing 
with chemical pathology in his final year. In the Past this 
has certainly not been the case. In the university the 
chemistry and physical chemistry have been taught in the 
chemistry department, biochemistry has been taught by 
another group quite independent of the former, and the 
chemical pathology has been dealt with by an entirely 
separate department. Again, in most institutions, little 
or no attempt has been made to co-ordinate the work of 
these departments, with the result that a student may be 
taught to estimate chlorides in the inorganic chemica} 
laboratory in his first year and may be taught an entirely 
different method of estimating chlorides in biological fluids 
in his second or third year, and is possibly given an entirely 
new method in the chemical pathology department. This 
segregation of the three periods of his chemical education 
leads to intellectual resentment on the part of the student, 
so that he almost takes pleasure in forgetting and refusing 
to apply what he has learned in the previous department. 

Few would deny that those responsible for the teaching 
of the inorganic and physical chemistry should be suff- 
ciently in touch with biology and the biological outlook 
to impress on the student that when, for example, he is 
conducting experiments on osmotic pressure in the inorganic 
chemical laboratory in the medical school or university, 
which seems to him so remote from the eagerly awaited 
ward or operating theatre, he is really actively preparing 
himself for this period. This making the student aware 
that his chemistry is being taught him for his own ulti- 
mate good, and that he should not regard it as a particu- 
larly unpleasant obstruction in an obstacle race, must run 
through the whole of the teaching of chemistry. 

This question of the co-ordination of the various branches 
presents a difficult problem. One way to settle it would be 
to arrange for all the chemistry taught to the medical 
student to be under the control of one authority. This 
experiment is at present on trial at the Middlesex Hospital 
Medical School, and has now been operating for three 
years. It is as yet too early to give any judgment on the 
practical results, as the scheme will obviously have to be 
in operation for at least six years in order that the final- 
year students shall have been through the whole of the 
chemical course. The important point is that accurate 
co-ordination be obtained. Provided some scheme is put 
into force which ensures this, the teaching of chemistry 
to medical students is bound to improve. 


Choosing a Syllabus 


If this be accepted as the organization, we still have 
to face the further difficult task of choosing a syllabus. 
It is obvious that in the limited space at my disposal this 
important subject can be dealt with only in the most general 
terms. It would seem to me that the chemical education 
should be pyramidal in its construction—that is, the base 
should be extremely broad so that the student is grounded 
in the basic principles, and that as the teaching advances 
from inorganic and physical chemistry to organic chemistry 
the field can be narrowed as the pyramid rises. 


Thus it is obviously important that a really sound know- 


ledge of the physical chemistry of solutions, electrolytes, 
osmotic pressure, and colloid chemistry be given to the 
student. So far as is possible this should be treated in a 
non-mathematical manner. Many experts will object to 
this and say that it is impossible. After many years of 
teaching medical students, I have been impressed with the 
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curious allergic objection that they have to any form of 


mathematics. This curious phenomenon is well known to 

{| teachers, and one of the surest ways of alienating a 
dais of medical students is to introduce some mathematical 
sccauils even of the simplest character. If enough trouble 
is taken by a sympathetic lecturer, this cardinal error can 
be avoided, and it is possible to explain to students the 
phenomena of physical -and colloid chemistry without 
recourse to higher mathematics. 

In the past one of the great difficulties in designing a 
course of chemistry for medical students has been the dif- 
ferent types of school education. Thirty years ago the 
teachers in the first year might be faced with a group of 
students who varied between two extremes. At one end 
of the scale was the classically educated boy from one of 
the older public schools who knew no science at all, and 
at the other end the boy from the secondary school who 
could have passed his first M.B. in physics and chemistry 
the day he entered. From that time up to the present this 
difficulty has gradually become less and less, and to-day 
every student entering a medical school has at least some 
knowledge of physics and chemistry, and very often also 
of botany and zoology. At the present time, with the pos- 
sibility of the abolition of the matriculation examination 
and the substitution of the new certificate of education, it 
is premature and impossible to say what will happen with 
regard to the preliminary education of the new entries. It 
is almost certain, however, that in the medical schools we 
can anticipate receiving students who have an increasing 
knowledge of the basic scientific subjects of physics, 
chemistry, and biology. 

It is not the function of this article to discuss how much 
of the old first M.B. work should be done in school ; the 
construction of the chemistry syllabus will therefore be 
based on the assumption that the student entering a medi- 
cal school has an elementary general knowledge of 
inorganic and physical chemistry. 


Organic Chemistry 

The organic chemistry syllabus has always been one of 
the biggest bugbears of would-be reformers. The teacher 
of medical chemistry in a hospital medical school, in order 
to justify the importance of his subject, will try to make 
the syllabus as wide as possible, whilst the medical student 
in the university chemical department is often forced to 
attend lectures and practical classes on chemical subjects 
which he knows will never be of any interest to him. It 
would seem to me that we can profitably narrow this field 
of organic chemistry and restrict its teaching to those sub- 
stances which are of importance in the body. These, by 
and large, will include proteins, fats, carbohydrates, purines, 
sterols, and pigments, and in order to understand the 
chemistry of such substances the student must know some- 
thing of the basic aliphatic and aromatic compounds. This 
list is formidable enough, as anyone with knowledge would 
admit. There is obviously no point in teaching the medical 
student elaborate details of synthetic organic chemistry, 
nor is there any point in dragging him through a lot of 
dyestuff chemistry. and similar fields so far removed from 
his own. 

One of the most important errors to avoid is the feeling 
of satisfaction that some teachers and students get through 
memorizing formulae. This has always been one of the 
curses of medical chemical education. So many biological 
examiners experience a feeling of erudition when they can 
demand the writing of a formula for a steroid hormone 
from a student. It is most unfortunate that so many medi- 


cal students, and in fact many of their biological teachers 
also, feel they understand the whole sterol field because 
they can draw a cyclospenteno-phenanthrene formula on 
the blackboard. What is much more important is that the 
student shou!d realize that the fusion of a number of satur- 


_ ated six-membered rings gives rise to the possibility of 


innumerable stereo-isomers in this field, and that it is there- 
fore possible to have a whole series of cortical steroids 
all with very similar formulae. In addition, the position 
of polar groups, such as methyl, hydroxyl, and ketonic, 
can modify the properties to such an extent that it is 
essential to have an idea of the importance of their positions 
in relation to configuration. 


Practical Teaching 


Up to the present I have dealt mainly with the theoreti- 
cal side of the course in chemistry. Perhaps even greater 
difficulties are caused by the wide divergence of expert 
opinion on the question of practical teaching. Teachers . 
can be divided into roughly two classes. There are those 
who maintain that the student can obtain valuable instruc- 
tion by his making complicated quantitative estimations, 
and that even if the results are wide of the mark the fact 
that he has struggled through the determination will have 
demonstrated to him the principle of the method. The 
second group of teachers, to which I very definitely belong, 
maintain that this performance of elaborate experiments in 
determination, with the production frequently of ridiculous 
results, is not only useless but actively dangerous from an 
intellectual point of view. It encourages the development 
of the old bogy of the medical student already referred to 
namely, that subjects like chemistry, etc., are put there 
as traps and obstacles to prevent him from getting on. 
The second group of teachers believe that the student should 
attempt experiments in quantitative determination only of 
a complexity that will enable him to practise them well 
enough to get accurate and reproducible results. The more 
complicated investigations can be shown in_ lecture 
demonstrations. 

Many teachers seem to delude themselves into believing 
that medical students can perform accurate gas analyses 
with the Haldane apparatus and can do accurate blood 
analyses. Those of us who have had experience of running 
biochemical routine laboratories know the length of time 
it takes to train a technician in one or two blood or urine 
quantitative determinations. With an intelligent technician 
it requires weeks of training before one can rely on his 
results, and it is therefore most unfair to expect a medical 
student to master the more complicated determinations in 
the short time at his disposal. 

Another important development in the modern teaching 
of chemistry to medical students is the very wholesome 
trend of employing biological material, and wherever pos- 
sible human material, for experimental practical work. It 
is very obvious that if one can design experiments where 
the students examine the effect of some reaction on their 
own blood and urine they take much greater interest than 
if they are handed out some made-up solutions. The prac- 
tical course in organic chemistry has been evolved in 
most schools and universities to contain exercises such as 
simple synthetic preparations which enable the student to 
understand the elementary principles of organic synthesis. 

In biochemistry the same principle should hold, and the 
student should only do exercises which he can. accomplish 
efficiently. Wherever possible the more complicated exer- 
cises should be illustrated by carefully thought-out lectures 
and demonstrations, — 
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Chemical Pathology 


Finally, turning to chemical pathology, for the general 
course of practical instruction in examination of blood and 
urine from different types of cases it has always been found 
a good plan, if accommodation is available, for students 
to be able to carry out examinations on patients whom they 
are looking after in their medical and surgical appoint- 
ments. While this tends to be a nuisance to those in charge 
of the laboratories, there can be no doubt that many bio- 
chemists of distinction to-day have entered the subject 
through this portal. In some institutions the students actu- 
ally perform the routine investigations on the patients. In 
my experience this puts far too much strain on the students, 
and the results cannot be relied upon. 

If the continuity of teaching is maintained, the student 
will appreciate it fully when he comes to his chemical 
pathology. If the scheme outlined has been properly imple- 
mented he will fall on the urinary steroidal examination in 
adrenogenital syndrome almost with relish and will start 
his studies of diabetes and other metabolic diseases with 
interest based on sound chemical knowledge. Another 
advantage of such co-ordination is that it enables the insti- 
tution to provide interest for the teachers of inorganic and 
organic chemistry. If they are in the same department as 
the teachers of biochemistry and chemical pathology they 
do not lose sight of their students, and then they have the 
stimulus of research work in that they are in constant touch 
with biological material.’ This is very different from the old 
regime in medical schools where the teacher of inorganic 

and organic chemistry had no connexion whatsoever with 
those dealing with biochemistry and chemical pathology. 
being segregated in a separate department. : 


Conclusion 


Anyone who attempts criticism of the medical curriculum 
or points out faults in the existing system of teaching 
exposes himself to a battery of criticism, and this applies 
doubly to the person who is rash enough to publish his 
article in a journal permitting correspondence. There is 
no doubt that many of those who read these brief notes 
will be tempted to write at once and say that these objec- 
tions certainly do not apply to their particular university 
or medical school. I trust that those who are kind enough 
to study my remarks will understand that they are meant 
in an entirely general sense, and that there must be 
institutions where some or possibly all of the defects are 
avoided or minimized. 


The Dutch have long realized the limitations of their own 
language as a medium for scientific expression. In the 17th 
century Leeuwenhoek was sending accounts of his discoveries 
to London for publication in English in the Philosophical 
Transactions, and as recently as 1947 English was chosen as the 
most suitable language for the series of abstracting journals 
published in Amsterdam under the title of Excerpta Medica. 
Dutch surgeons have now commenced publication in English 
of a new journal for their specialty, the Dutch Archives of 
Surgery (Archivum Chirurgicum Neerlandicum), which is spon- 
sored by the Dutch College for the Advancement of Surgical 
Science. By this new journal surgeons in Holland hope to 
enjoy the advantages of international criticism and a broader 
interest in their work. Papers will be published in French 
or German also, but manuscripts submitted in Dutch will be 
translated into English. The journal will appear quarterly, at 
an annual subscription of £2 2s. The agents in this country 


are Messrs. Bailliére, Tindall and Cox. 
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ON THE TEACHING OF BIOLOGY 
A PREPARATION FOR MEDICINE 


BY 


F. A. E. CREW, M.D., F.R.C.P.Ed., F.R.S, 
Professor of Public Health, University of Edinburgh 


It is most unlikely that further discussion concerning this 
particular topic can yield conclusions significantly different 
from those presented in the 1948 Report of the B.M.A 
Medical Curriculum Committee. Nevertheless it is perhaps 
desirable that such discussion should proceed, since in 
spite of the appearance of this most admirable report 
there is still much disputation and not a little misunder. 
standing both among medical students and among their, 
teachers concerning the contribution which biology makes, 
or is expected to make, to the education of the future 
practitioner of medicine. 


Aims of the Curriculum 


The structure of the curriculum and the place of biology 
within it cannot be considered profitably until the aims 
of the curriculum are known. They certainly are not solely 
the production of the general practitioner, that lowest (or 
highest) form of professional life, the specialist in some 
particular branch (or twig) of medicine, ‘or the medical 
scientist (physicist, chemist, anatomist, physiologist, patho. 
logist, bacteriologist, biochemist, pharmacologist, and the 
like). There would seem to be a general though occa- 
sionally hesitant agreement that the product is meant to 
be a person who, in virtue of his initial organic endowment 
and early upbringing and as the result of his exposure to 
this curriculum, has become fitted to pursue further study 
and thus ultimately equip himself with that constellation 
of qualities, personal, social, and professional, that is neces- 
sary for the kind of work he proposes to do and for the 
kind of life he proposes to lead. Graduation is thus 
the starting-point for a career in one of the three major 
provinces of medicine. The graduate can proceed thence 
to become a medical scientist whose hope is to advance 
knowledge in a particular field of medical science, a 
specialist in medical practice dealing with some particular 
part of a human being in relation to the rest of him (for 
example, an ophthalmologist ; a specialist in the utilization 
of some particular technique demanding a mastery over 
some particular complicated machinery and of value in 
diagnosis and therapy—e.g., radiology ; a specialist in some 
particular field of medicine—e.g., public health), or a 
generalist in medical practice concerning himself with the 
total individual in relation to his total external physical 
and social world. 

So far as the future practitioner of medicine is con- 
cerned, the aim of medical education is to produce out of 
an individual with the appropriate personality, aptitudes, 
and inclinations an educated person. He must be fitted to 
claim his proper place in the society of which he is a 
co-operative member and be equipped with the special out- 
look, knowledge, and skills which will enable him to render 
service of a special and expert kind to the community ; this 
service taking two main forms—the skilful application of 


his special abilities to the immediate task of conserving, . 


augmenting, and restoring the health, happiness, and effi- 
ciency of individuals or of a community, and the expansion 
of the special corpus of knowledge which is medicine by 
additions thereto gleaned from his own activities and 
experience. 
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| a 
Groundings in General Science 

To medicine can be given several definitions, every one 
of them plausible and attractive. But for the purpose of 
this particular discussion let it be granted that, in the main, 
medicine in action, the practice of medicine, is the appli- 
cation to human and social affairs of medical science (that 

of scientific knowledge which has its bearing upon 

medical theory or its application in medical practice). 
Medical science is a part of general science but has an 
added vocational value. It is but reasonable, therefore, 
that the future practitioner of medicine should receive an 
adequate introduction to those disciplines which are grouped 
under the heading of medical science. Since medical science 
is science, it is equally reasonable that the student should 
receive an adequate introduction to science itself. 

The curriculum as we know it is divided into three 
interrelated parts: (a) an introduction to general science 
(with special reference to physics, chemistry, zoology, and 
biology); (b) a grounding in the sciences on which the 
theory and practice of medicine rest (anatomy, physiology, 
biochemistry, bacteriology, pathology, pharmacology, etc.) ; 
and (c) an extensive introduction to the theory and prac- 
tice of medicine (total medicine applied to the affairs of an 
individual patient, of a series of these, or of a group). 
Since group (b) rests on group (a) it can of course be 
argued, and quite commonly and rightly is so argued, that 
in the ultimate analysis the sciences on which the theory 
and practice of medicine are based are physics, chemistry, 
and biology. However, let this pass. All that this present 
approach demands is the acceptance of the view that the 
teaching of medicine is not to be detached from the teaching 
of science and that the practice of medicine is not to be 
undertaken by anyone who is unacquainted with science. 

There is another reason why an introduction to general 
science should be included in the medical curriculum. The 
history of our society is from its beginnings, and especially 
since the Renaissance, the narrative of science in applica- 
tion, and the possibilities of the continuance and further 
development of our way of life depend on the even more 
intensive application of science to its affairs. The practi- 
tioner of medicine is a citizen as well as a doctor, and as 
such should be well informed concerning these matters. 
Furthermore, it must remain impossible to understand the 
place which medicine occupies in our society until it is 
understood in what ways and to what extent science has 
shaped our social philosophy and has fashioned our social 
aims, and in what ways and to what extent the prevailing 
social philosophy and aims have moulded the philosophy 
of medicine. : 

The promulgation of the theory of evolution and its 
general acceptance produced great changes in our concepts 
of the world, of mankind, and of disease. Man, who had 
been a puny creature imprisoned in a hostile, narrow, and 
incomprehensible world, whose heart had been chilled by 
fear and whose mind had been blinded by superstition, was 
liberated. His world became a potentially hospitable, 
friendly, bountiful environment which could be shaped 
by him to satisfy his every physical need. Man himself 
became part of organic nature, a product of a continuing 
evolutionary process. Neither he nor the social institutions 
which he had invented were final static things. He could 
hope to gain the knowledge concerning them that, trans- 
lated into power, would enable him to change them accord- 
ing to his desire. Disease, formerly to the masses the 
handiwork of demons or the sign of the wrath of an 
outraged, malevolent, and implacable deity, became the 
manifestation of a disharmony between man and the other 





components of an oecological system of which the human 
being was but one member. Disease was the outcome of 
ignorance ; it was undesirable, unnecessary, preventable, 
and often curable. It was a barrier standing between man 
and his own self-selected goal and was therefore to be 
removed. 

Science grew because it gave to man in increasing measure 
the power to control the forces of his external and social 
world. It grew because it came to be recognized that 
before individuals and nations could hope to realize their 
spiritual desires they must enjoy a certain level of material 
comfort and security. Science in application has made 
possible the material welfare of mankind. But it has done 
far more than this. It has given to mankind great hope 
and the possibilities of great dignity. The medical sciences 
have grown because man came to desire health and freedom 
from pain and anxiety, and because these sciences have 
given that for which the people yearned. Medicine has 
grown because it has shown itself to be one of the most 
potent tools that a society can use for the achievement of 
certain of its aims—the creation of a physical environment 
ridded of its disease-provoking agencies and propitious for 
the full growth and expression of man’s inherent qualities. 

For these reasons alone it is imperative that the student 
of medicine shall know what science is. He must be so 
attracted and impressed by the teaching to which he is 
exposed that he shall become and remain a scientist (in 
outlook at least). 


Purposes of Biological Training 

Biology, used as a branch of science to illustrate the 
whole, offers certain advantages. The student himself is 
aware of the biological nature of his own existence. Among 
the sciences it is biological science that seeks an understand- 
ing of the nature of human personality and answers to the 
questions—Whence came man, what is man, and what is 
to be his terrestrial destiny ? The relative attractiveness 
of the biological sciences to the student is perhaps evi- 
denced by the fact that failures in the first professional 
examination are invariably fewer in the case of zoology 
than in chemistry. Perhaps the student finds the exam- 
ination easier because the subject is inherently more 
attractive (?). Other reasons for this difference—the ones 
that usually satisfy the chemist—can of course be adduced. 

The content of the course and the method of its 
presentation are matters which have to be left to the 
teachers themselves. Doubtless they realize full well that the 
attractiveness of the apostle as a person is no less impor- 
tant in the matter of gaining adherents to a point of view 
or to a field of inquiry than is the beauty of the creed 
he presents and represents. If courses in zoology and 
botany respectively are offered by different university 
departments, as is usually the case at present, then it is 
imperative that the two should be most carefully integrated 

Perhaps it is correct to say that what their colleagues 
of the later years of the curriculum desire of the teachers 
of the biological subjects is that the ultimate purpose of 
their teaching shall be: 

(a) (in common with the physical sciences) to show that 
scientific knowledge is a special kind of knowledge, system- 
atized and formulated and secured by the employment of cer- 
tain particular modes of inquiry ; to show that scientific inquiry 
rests on the warrantable assumption that among the circum- 
stances and events in the world around us there is to be 
discerned an orderliness, a regularity, in the character or rela-~ 
tions of certain classes of facts and events ; to show that science 
is the product of human reason applied to the phenomena of 
nature and that it is that human interest and activity which 
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seeks to disclose this orderliness, this regularity, and to explain 
it ; to exercise the student in the methods of science—the logical 
methods of reasoning, inductive and deductive, and the techni- 
cal or technological methods of manipulation and measurement 
(including the elements of statistics); to exercise the student's 
curiosity in the stream of natural events that flows past him ; 
to encourage his capacity for imaginative speculation (and his 
capacity to hold this in check); by every possible means to 
- interest the student in the higher values of science—e.g., the 
- aesthetic quality in scientific thinking, fairness in judgment, 
openness of mind, scepticism, intellectual honesty, dispassionate 
observation, critical discrimination; to contrast the relative 
values of reward in the form of wealth, security, social eleva- 
tion, popular acclaim on the one hand and on the other the 
calm delight that comes from the contemplation of the har- 
monies of science and the exaltation that follows upon scientific 
discovery ; 

(6) (the special contribution of the biological sciences) to 
stimulate, excite, and satisfy the student by giving him an 
understanding of the theories of evolution, of the cell: and 
of the gene, and of the impact of these theories upon human 
thought and action; to demonstrate the interdependence of 
Nature and nurture; to display the astonishing variety of 
biological inventions by means of which different types of living 
things function more or less efficiently—e.g., inventions relating 
to respiration, alimentation, reproduction ; to trace the develop- 
ment of the animal society and to contrast the social life 
of animals with that of man; to demonstrate the essential 
harmony that exists between habitat and inhabitant and the 
effects of the disturbance of this harmony ; to present the con- 
cept of the oecological system. 

Much of what is here suggested might appropriately be 
offered in an arts course preceding the entrance of the 
student into the medical curriculum proper. Many of the 
topics listed may seem to belong to the territories of moral 


philosophy, logic, or aesthetics. But for the majority of 


medical students there is no such arts course, and so the 
responsibility for explaining these topics must be accepted 
by the teachers within the medical curriculum. There is 
no valid reason why the student should be the loser by 
this arrangement. 

At present the complaint is all too commonly made by 
medical students that the courses in zoology and botany 
are a waste of the student’s time; they are held to be 
useless because they do not seem to help in the cultivation 
of the bedside manner and because they postpone unneces- 
sarily the contact between student and cadaver or patient. 
There is gross and grave misunderstanding here, and it is 
for the teachers of the first year to remove it. The mind 
of the medical is more important than are his medicaments. 


A Privilege and an Adventure 


Participation in the medical curriculum is a privilege, an 
adventure, a mounting excitement as knowledge is added 
to knowledge and understanding expands. If not, then it 
ought to be. What surely is required is that the first-year 
teachers shall hand on to those who follow students whose 
initial experience of the university has exceeded their 
wildest hopes, whose inclination towards medicine as a 
career has been strengthened, and whose mental outlook 
and habits have been profoundly affected as the result of 
their contact with science and the scientist. 

It is a privilege to take part in the making of a doctor, 
since he can be such a force for good in open society. 
To bore him in his first year is as great a crime as to 
discourage his idealism in his last year. It is imperative 
in these most critical days to arouse his faith in science as 
a means of human and social betterment. We are afraid 
of the power with which science has endowed us. Out of 
this fear has emerged a widespread pessimism concerning 


human nature and human motives. In this course the 
student should be presented with the evidence which shows 
that man’s dominion over the other species rests on his 
scientific knowledge concerning them. He should be inviteg 
to examine the evidence which points to the conclusion that; 
thanks to science and to science alone, it has become pos- 
sible both theoretically and practically for mankind to 
build a world based on common effort for common good 
in which the powers which science gives will be used for 
beneficent purposes. He should be confronted with the 
proposition that the recent explosive growth of science has 
made it impossible to set limits to the directive capacity of 
man or to predict how far he may extend his dominion over 
his external world and over himself. 

Believing in the perfectability of the human mind and 
loving his fellow man, the doctor, holding to the view that 
to expanding scientific knowledge there is no discernible 
limit, can do much to treat that most serious disease of 
mankind to-day, the pessimism which destroys man’s faith 
in man and robs the future of all hope. 








THE TEACHING OF ANATOMY TO 
THE MEDICAL STUDENT 


BY 
T. P. McMURRAY, M.Ch., F.R.C.S.Ed. 


Emeritus Professor of Orthopaedic Surgery, University of 
Liverpool 


Clinicians constantly complain that students on entering the 
hospital wards for the first time show a lamentable standard 
of anatomical knowledge. At first sight this would seem to 
be a severe condemnation of the teaching in the preclinical 
years, but there are certain factors which modify the value 
of the criticism. The clinician is, as a rule, a specialist in 
one branch of medicine or surgery, and his knowledge of 
the minute anatomy of the part of the body in which he is 
particularly interested is very extensive. If the roles were 
reversed, and the student were allowed to question the 
teacher on general anatomy, it might be that the report 
would be equally severe. 

Because of the frequency with which these complaints 
are made, it is natural that the student’s ignorance of the 
minute points of regional anatomy is accepted as proof of 
a weakness in the teaching of the subject. 

Many attempts have been made to bridge the gap between 
the subject of anatomy as a basic science and its applica- 
tion to the clinical work which is the object towards which 
the training of the medical student is directed. In most 
schools young clinical teachers from the medical and sur- 
gical sides of the university have been appointed as lec- 
turers in the anatomical department with the object of 
changing the bald anatomical facts into a living picture. 
These efforts have been to some extent successful, and the 
student is instructed by the clinicians in those points of 
anatomy which are considered to be of the greatest clinical 
significance. 

The clinicians emphasize particularly the alterations in 
form and relationship which occur in the various organs 
as a result of their normal and abnormal functional activi- 
ties, and they lay stress on the importance of the surface 


‘markings of the various organs and bony prominences. 


In spite of these efforts at improvement the weakness still 
remains ; the student takes little interest in this important 
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rt of the subject, as he knows that the clinician will 
take no part in the examination, which will be conducted 
entirely by the anatomical teachers. 

An experiment on somewhat different lines has recently 
been started in the University of Birmingham, where the 
subjects of anatomy and physiology have been integrated 
into one department. The idea is excellent ; through this 
arrangement the bald truths of anatomy can be enlightened 
by the experimental work carried out in the physiological 
section, and the dead structure of the dissecting-rooms can 
be seen to function in a living medium. 


Time Spent in the Anatomical Department 


In spite of these efforts there are, however, certain ques- 
tions which may reasonably be asked in regard to the 
teaching of anatomy. The first and most obvious of these 
is the problem of the time spent by the student in the 
anatomical department. Is time being given to anatomical 
instruction which could be devoted with greater advantage 
to other subjects in the medical curriculum ? To answer 
this question is extremely difficult: every teacher in the 
medical faculty is convinced that his particular subject is 


not receiving adequate recognition in the student’s training. . 


It is obvious that the student is not receiving too much 
instruction in anatomy, otherwise the criticism of the clini- 
cians would not have arisen. The student cannot possibly 
know too much of that subject ; it is just as important for 
the doctor to know every part of the human organism as 
it is for the engineer to know every nut and bolt of the 
machine for the repair and maintenance of which he is 
responsible. The only question, then, is whether the time 
spent in anatomical teaching could be rearranged to equip 
the medical student more fully for his life-work. 

At present the greater part of the time spent in the 
anatomical department is devoted to dissection ; the student 
must, during his attendance there, complete the minute 
examination of the whole body. Although this arrange- 
ment is very satisfactory, and gives both teacher and student 
a sense of completion, yet much of the routine work of dis- 
section could be avoided without lowering the value of the 
instruction given to the student. 

Dissection of at least one part of the body by each 
student is an essential step in his training. It is impossible 
to visualize correctly from drawings or photographs the 
exact arrangement of the fascia in its attachments to bone 
or in its intermuscular separations. These can be under- 
stood fully by completing the dissection of any one part ; 
similarly, only by dissection can the student realize that the 
ligaments round a joint are not separate structures but are 
simply thickenings of the all-embracing fascial sheath of the 
limb. Again, in the dissection of any one part he can see 
the method of origin and attachment of muscle to bone, the 
method of entry of the motor nerve into the muscle belly, 
the splitting up of the cutaneous nerve branches, and the 
arterial and venous arrangements of the part. 

These are only a few examples of the outstanding impor- 
tance of dissection in the training of the student, but, once 
having accepted the necessity for dissection as an important 
factor in teaching, we are faced with the question of its 
extent. 

Is it necessary for the student to dissect every portion of 
the body ? There is so much which is common to all 
regions that it seems to be unnecessary to insist on a com- 
plete detailed examination of every part. Once the student 


. has dissected and understood the arrangement of the more 


superficial structures of skin and superficial and deep fascia, 
with the emerging cutaneous nerves, in any region, it is 


comparatively easy, by the aid of diagrams and demonstra- 
tions, for him to understand the arrangement in other parts 
of the body. 


A Suggested Rearrangement 

A complete dissection of one joint with its articular sur- 
faces, joint cavity, ligaments, and capsule will form the 
basis from which variations in other joints can be under- 
stood and appreciated. Muscles take their origin from 
bone, membrane, and fascia in the limbs as they do in the 
trunk and on the chest and abdominal wall ; similarly, their 
methods of attachment to bone vary little in the different 
regions of the body. It is true that the arrangement of the 
organs, vessels, and nerves varies widely in the chest, abdo- 
men, and skull, but even this problem can be overcome by 
the museum dissections, models, and drawings. 

This suggested rearrangement would involve a consider- 
able increase in the number of demonstrations which must 
be given if the standard of teaching is not to be lowered. 
The problem is how to maintain an equally high standard 
of general anatomical teaching and at the same time to 
improve the student’s knowledge of those sections which 
are of the greatest clinical significance. 

The obvious answer to this difficulty would at first sight 
seem to be an increase in the number of lectures; this 
would have the advantage of concentrating the attention 
of all the students on the same section. Although this 
method has some obvious advantages, it is not really the 
answer to the problem. The size of the classes and the 
distance of the student from the dissection which is being 
discussed tend to diminish the value of even the most 
perfect lecture. 

Some lecturers have the ability to illustrate their teaching 
with clear, easily understood diagrams on the blackboard, 
but the best of these drawings fail to leave an impression 
on the student’s mind equal to that gained by examination 
of the tissues in their normal relationship. 

Lectures and blackboard demonstrations cannot replace, 
but can only implement, the value of dissection and visual 
examination of tissues. If, then, it is impossible adequately 
to replace the slow method of dissection by set lectures, 
can there be any rearrangement of lectures by which the 
student can obtain better instruction in an equal period ? 

The only method by which this desirable end can be 
achieved involves a considerable increase in the teaching 
strength of the department. Each teacher could take a 
small group of eight or at most ten students, and each part 
could be thoroughly and repeatedly demonstrated until in 
the opinion of the teacher an adequate standard of know- 
ledge has been reached. All the different sections would 
then be fused into the general outline, and the relationships 
of each organ and tissue to its neighbours explained in the 
set lectures, which could thereby be reduced in number. 

These suggestions would depend for their successful com- 
pletion on an alteration of the outlook of at least some of 
the teachers in the anatomical department. 


Divergent Views 


The subject of anatomy consists essentially of a mass of 
facts each of which is of equal value in the mind of the 
pure anatomist, but from the standpoint of the clinician 
and of the training of the medical student some of these 
facts could be omitted from the course, while others could 
with advantage be stressed and elaborated. 

A good illustration of this divergence of view is seen in 
the teaching of the musculature of the body. In the dissec- 
ting-room the student must learn the exact point and extent 
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of the origin of a muscle from bone and fascia with its 
course and relations to its point of insertion. He must also 
learn the nerve supply of the muscle ; but its action, which 
is the most important clinical feature, is usually ignored or 
at most mentioned casually. 

The clinical teacher, on the other hand, ignores the minute 
description of its bony attachments, stressing particularly 
the action of the muscle, and noting especially the fact that 
some muscles, like the biceps brachii, extend over two joints 
and therefore have a more complicated action than muscles 
such as the brachialis, which acts on only one articulation. 

The anatomical teaching of the vascular system of the 
body is also so complicated and minute that the student is 
forced to learn in parrot fashion the innumerable named 
branches of the arteries. Thus the external carotid artery 
is described as starting from the common carotid opposite 
the upper border of the thyroid cartilage, extending upwards 
and forwards and then backwards to a point behind the 
neck of the mandible, where it divides into the superficial 
temporal and internal maxillary arteries. 

In its short course the external carotid artery gives off 
eight named branches, whose course and relations must be 
memorized. These eight arteries in their turn give off a 
total of thirty branches whose names must also be remem- 
bered by the unfortunate student. Is it any wonder that 
as a result of this difficulty every student is fortified by the 
series of rhymes which help him to remember the first letter 
in the name of each branch ? 


Some Modifications 


In suggesting a few modifications in the teaching of 
anatomy in the preclinical years we must avoid the mistake 
of trying to teach the subject in a specialized form. The 
broad conception of anatomical structure must always 


remain. The student must be taught the interdependence ~ 


of each system on the others, and all attempts to describe 
the subject as one of watertight systems must be resisted. 
It is wrong to suggest that a limited or first-aid course of 
anatomy would be sufficient to fit the student adequately 
for a medical career. 

Nevertheless, there are some modifications which might 
be made in the anatomical curriculum, alterations which 
would not lessen the value of the course to the student and 
would make his subsequent medical training more simple. 
Of these suggestions the first and most obvious is the 
elimination of the uninteresting mass of detail which is of 
little practical clinical importance. The student should not 
be asked to take up a bone and map out by pencil or pen 
the exact limit of origin and insertion of every muscle and 
ligament to which it gives attachment. 

To this suggestion the examiner holds the answer: so 
long as there is any possibility that he may be asked such 
detail the student must burden his mind with unnecessary 
material. 

Further, there must be agreement between the clinician 
and the anatomist in regard to the amount of instruction 
which shall be given on pure anatomical grounds, as com- 
pared with functional and clinical details. It is unnecessary 
to teach all the details of muscular origin and insertion, 
but a sound working knowledge of these facts is necessary 
if the functional activity of a muscle is to be understood. 

Much interest has been shown recently in the idea of 
instruction by means of radiographic demonstrations ; these 
are of considerable importance in certain well-defined fields. 
Thus, radiographic pictures of the chest, abdomen, and 
joints are of considerable value, more especially in the case 
of the last-named in the recent innovation of movable 





pictures, but we must realize the limitations of this methog 
of instruction. 

Modifications can also be made with advantage jn the 
teaching of the arterial and venous systems. These ar 
vastly important to the student and to the doctor, but there 
can be no advantage in knowing all the names with which 
the subject is at present burdened. The main vessels mug 
be known and their situation and relation to othe; 
important structures and organs fully realized. 


Central Nervous System 


The teaching of the nervous system could also be altereg 
with considerable advantage. With a full knowledge of the 
nervous system the student will be able to understand many 
of the problems which he will meet after qualification, | 
is not enough to teach a student that the deltoid muscle js 
supplied by the circumflex nerve: he must also understand 
the area of the cord from which these fibres are even 
derived, and know the other muscles supplied from the same 
segment. 

Neurology, which to most students of clinical medicine 
is a difficult subject, is largely a problem of anatomical 
localization. The apparent difficulties disappear when the 
structure of the central nervous system is understood. 

Too little use has been made of the important subject 
of developmental anatomy. Thus when instruction is being 
given on the structure of the central nervous system it is 
easy for the student to grasp the relationship and the 
possible abnormalities which may be seen in this system 
if at the same time models are shown illustrating the various 
stages of development. 

Similarly, it is not sufficient that the student should read 
of the development of the heart or intestine without giving 
him the help which is gained from a study of models of 
these organs at various stages. The structure of fully 
formed bone can be understood more readily if the changes 
which occur in these tissues can be studied in models and 
diagrams. 

Anatomy is one of the most valuable subjects in the 
curriculum ; no attempt should be made to reduce its 
importance, but a more complete integration of anatomy 
with the clinical subjects is not a difficult problem. 








ON TEACHING PHYSICS TO MEDICAL 
STUDENTS 


BY 


D. W. SMITHERS, M.D., M.R.C.P., D.MLR. 


Professor of Radiotherapy, University of London; Director of 
Radiotherapy Department, Royal Cancer Hospital 


An attempt by someone who is concerned with postgradu- 
ate education to evaluate the present teaching of the basic 
sciences to first M.B. students is beset with difficulties. 
While it is true that one should be in a position to judge 
how well the students from a number of different schools 
and from several parts of the world have been equipped 
scientifically for the work they have to do as doctors, 
one is also out of touch with the trend of thought in the 
undergraduate schools and with the plans for improvement 
in the training that are already afoot. What appear to be 
defects may be reasonable compromises hammered out 
after long discussion, and what seem to be obvious over- 
due reforms may only be awaiting the moment when 
they are no longer quite impracticable. Voluntarily to 
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undertake the task of teaching one’s grandmother how to 
instil the physical principles involved in extracting the con- 
tents of eggs is extremely rash. The incentive is a firm 
belief in the need for more science in medicine. By this I 
mean a way of thought, an approach to problems, and 
not merely what appears to the lay public so often as a 
rather terrifying and uncontrollable technology. 

The process of development of medicine from a mediaeval 
art into a modern science is proceeding. There is no know- 
ing where important implications to medicine may appear 
at any time from advances in the basic sciences. The 
study of mechanics led the anatomists to advance their 
interest in form to include an interest in function. An 
obscure draper in Delft, through a persistent interest in 
lens-grinding, was the first to see an animal “a thousand 
times smaller than the eye of a large louse” in a drop of 
water, and so laid the foundations of bacteriology and 
histology. As in the past so to-day: the introduction of 
artificial radioactivity in providing a new method of investi- 
gation by tracer techniques has started a new era of medical 
research. 

The reason for inviting a radiotherapist to write about 
the teaching of physics is presumably that radiotherapists 
are so clearly concerned with the application of physics 
in medicine, and that they have been foremost in recog- 
nizing the need for the appointment of hospital physicists. 
Radiotherapists are not, however, alone in their interest 
in medical physics, the place of which is hardly given 
adequate recognition by astonishing statements such as 
the following which appeared in a leading article in the 


' British Medical Journal in 1945: “ At present the applica- 


tion of physics to medicine is limited to radiology, the 
electrocardiograph, and the encephalograph in diagnosis, 
and the somewhat empirical use of various forms of radiant 
energy in treatment; but it is highly unlikely that these 
represent more than a fraction of the contribution physics 
might make to human biology.” 

Physical methods of diagnosis and treatment have become 
indispensable in medicine and have so expanded in recent 
years and have covered so many branches that it was pos- 
sible to publish in the United States a year before the above 
quotation was written an encyclopaedia of medical physics 
of 1,744 pages under 255 main headings listed in the 
table of contents (Glasser, 1944). The extension of the 
employment of physicists in general hospitals only awaits 
an initiative in other clinicians similar to that shown by 
radiotherapists ; in fact, the latter have already established 
physics departments in most large hospitals which are ready 
and are waiting to be called on. 


Educational Value of Physics 


The importance of physics in medicine and the fact that 
the teaching of first-year students has been unable to keep 
pace with the advances cannot be seriously disputed. Before 
we judge the success or failure of present methods of 
instruction, however, we must have a clear understanding 
of what we want to achieve. It is all too easy to point out 
how much more is required, and all too difficult to reconcile 
the claims of the many subjects which compete for time 
on the already overloaded medical curriculum. If every 
sectional interest had its way years might be added to the 
training of the poor medical student, who only wants to be 
a doctor. The reason for teaching him physics should be 
to help to make him a good doctor first and to provide 
him with an appreciation of the practical applications of 
physics in medicine second. We should not forget, in con- 
sidering the first, that technical ability may be an important 


professional quality and, in considering the second, that 


so many branches of medicine are open to each individual 
" student that he is unlikely to deal personally in practice 


with more than a small fraction of the physical methods 
concerned. Teaching that does not help the student towards 
these ends should be ruthlessly eliminated on the grounds 
that the inclusion of any unnecessary work under the 
present conditions of strain in a medical education amounts 
to cruelty. 

Anyone in daily association with a large and active 
department of medical physics employing nine physicists 
may be forgiven for stressing the importance of the prac- 
tical application of physics in medicine, but no one who 
also consults with a number of doctors about the treatment 
of patients with cancer could deny the paramount impor- 
tance of a sound general scientific education. The advance- 
ment of the practice of medicine demands that doctors 
receive a thorough training in the scientific method of 
logical, objective, dispassionate thought. To teach a medi- 
cal student that the field of human knowledge is expanded 
by reason and experiment; that he should remain 
unmoved by plausible argument while retaining the capa- 
city to accept new ideas, and so depend upon his 
own judgment; that when his facts are verified and his 
arguments tested he should proceed to apply his conclu- 
sions fearlessly—this is an achievement which rises far 
above the mere provision of technical proficiency. 

Those combinations of qualities which go to make a 
good doctor and which are so hard to define are enriched 
and given purpose by a scientific outlook. The dissection 
of a problem to its fundamentals, the correlation and inter- 
pretation of the available facts, the conclusion uninfluenced 
by personal bias, add point both to the skill with which 
he applies his treatment and to the understanding and 
fellow-feeling that soften his conversation with his patients. 
We have too many fashions in medicine, too many new 
remedies which work wonders for a while, too many 
specialists whose diagnoses always lie withia their specialty, 
and too many medical advocates of quack “ cures” on the 
basis of one or two cases unusual in their limited experience 
but well within the bounds of normal variation. 

It is reported (Shryock, 1948) as an example of the sad 
way in which treatment used to be based on mere asser- 
tions of the most dogmatic sort that Freteau, in the early 
nineteenth century, insisted on the necessity for venesec- 
tion in certain conditions “on the ground of two reported 
cases, each susceptible of other interpretations than those 
he accepted ” (the italics are not mine). Why pick on the 
nineteenth century when 1949 would do as well? We do 
not have to go so very far back in the correspondence 
columns of our medical journals for equally good examples. 
Doctors are not always less susceptible to convenient illu- 
sions than their fellows, nor are they less ready to produce 
rationalizations to preserve for themselves their appear- 
ance of reasoned thought and logical action. The laudable 
desire to save the medical student from some of the rigours 
of the syllabus, to get down to “the fundamentals of 
medicine” and away from all this “ pure physics,” must 
not be allowed to interfere with his essential, basic scien- 
tific education. Physics and mathematics are particularly 
valuable as a background training in scientific thought and 
method. 

Medical Physics 

Having insisted on physics for its basic educational value, 
must we therefore necessarily insist on a course of classical 
physics similar to that planned for the elementary training 
of physicists ? Surely a greater concentration on medical 
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physics will serve our purpose just as well and at the same 
time add interest and practical advantage. The under- 
graduate should learn to appreciate the use of physical 
methods in medicine and acquire a basic knowledge on 
which to build should he later take up some branch which 
is closely associated with a particular form of medical 
physics. It may be as well that the basic sciences should 
not seem to be too well defined ; medicine has no interest 
in artificial barriers between the sciences, and physical 
chemistry and biophysics cannot be ignored because they 
have been arbitrarily placed on some borderline. We shall 
certainly not solve the real problems of the lengthening 
syllabus, the urge to get on with the things that will be 
useful, and the need to eliminate the inessential by insisting 
on the status quo. - 

Once the student has embarked on his medical career 
the continuation of his scientific education should surely 
be made an integral part of his training rather than a pre- 
liminary to it. The medical student sets out to do medi- 
cine ; he regards a good deal of what he is taught in his 
preclinical course as being divorced from this object. It 
is too often merely an obstacle in the path of his progress 
towards matters of real interest. He has to-day to over- 
come considerable difficulties to be allowed the opportunity 
to start at all, and at this stage is eager for instruction in 
subjects that seem to him to have an obvious medical appli- 
cation. When you start out to heal the sick it is a little 
discouraging to find yourself confronted by a Wheatstone 
bridge and a post-office box. 

Dr. Henry Yellowlees (1946) starts his admirable and 
delightful book with the sentence, “ I suppose that the most 
significant, if not the most memorable, day of a medical 
student’s career is that on which he finally emerges from 
the preclinical period, and I have always felt that the 
occasion of his first introduction to clinical work might 
well be marked by some appropriate ceremony.” I think 
that this is a true picture of the position, but it contains 
some reflection on our method of presentation of the basic 
sciences as medical subjects. 


Adjustment of the Syllabus 


Postgraduate students embarking on a physics course for 
a diploma in medical radiology can be heard one after 
another denying familiarity with the physics that they were 
taught so few years before. No hospital physicist “ assumes 
a knowledge of physics equal to that of the first M.B.” 
whatever the regulations may say, because he knows from 
sad, experience that he can do no such thing. This is 
some indication of the failure to ensure that the training 
does at least consistently provide a sound though elemen- 
tary knowledge of physics. Is it possible that the reason 
sO many retain so little is that their interest was not 
engaged ; and could the general educational result have 
been achieved with medical physics of more interest to 
the student and a greater degree of usefulness to him 
during his clinical training ? 

If we assume that the present methods do achieve their 
main object of developing a scientific outlook and pro- 
moting a way of thought, giving due allowance to the 
varied abilities of the students to absorb such teaching, 
then reform must be cautiously applied to see that none 
of this is lost. If we assume that they do not achieve even 
this end, then reform is urgently needed. There would seem 
to be some reason for doubt whether the present arrange- 
ments of the teaching of physics are in fact nicely adjusted 
to produce the desired result. No emphasis is placed in 
the syllabus on the development of the all-important 


depends. Some, at least, seem concerned only with the 
elementary details of heat, light, sound, electricity, and 
magnetism. 

The practical utilitarian side of the instruction appears 
shyly here and there in the syllabus with the mention of 
osmosis, spectacles, microscopes, ophthalmoscopes, radio. 
activity, and thermionic emission. That no real importance 
is attached to these concessions to those who have 
demanded more direct application of the prescribed sylla. 
bus to medicine is shown in the list of exemptions which 
allows a boy from school to avoid all such instruction, 
The introductory paragraph of the syllabus of the Univer. 
sity of London for “ Physics (including Mechanics) ” does 
not say, “ The subject is to be treated as a basis for the 
development of a critical, reasoning, scientific outlook and 
illustrated as frequently as possible by means of direct prac. 
tical examples of the applications of physics in medicine; 
a knowledge of mathematics on the part of the student js 
an inestimable advantage in attaining this object, the experi 
mental approach being the only other method likely to be 
successful.” Jnstead there appears the rather dreary sen- 
tence, “ The whole subject is to be treated in an elementary 
manner, the mathematical development in no case extending 
beyond a knowledge of quadratic equations and elementary 
trigonometry.” 

It has, I believe, been suggested that the first M.B. might 
be abolished and that instruction in chemistry, physics, and 
biology be given along with that in anatomy and physio- 
logy in one preclinical course. More time is wanted for 
the second M.B., and it is thought to gain it at the expense 
of the first. The time would presumably be gained by the 
elimination of much of what is now taught in the basic 
sciences and regarded by some as unnecessary, and what 
remained would be more closely related to practical, every- 
day medical needs. If every student received a sound scien- 
tific training at school, if anatomy and physiology were 
not allowed to swamp the chemistry, physics, and biology 
that remained, and if teaching were done imaginatively 
and largely by the experimental method, using direct clini- 
cal applications for illustration, there would be much to 
be said for the suggestion. The student would start off 
doing something more nearly related to medicine ; he might 
better appreciate the need for the physics he was being 
taught. There are, however, a lot of “ifs” concerned. 
I do not know. how such an arrangement would work, 
but while fundamental changes are being discussed there 
are still reforms which surely should be made at once. 


Suitable Instructors 


The teaching of physics to medical students should never 
be solely in the hands of a university physics department, 
but should include instruction from those with personal 
practical knowledge of the medical applications of physics 
and who themselves engage in research in physics in rela- 
tion to biology or medicine. There is a growing band of 
hospital physicists available who would benefit from a 
closer contact with medical students and also from the 
necessity to review the applications of their branch of 
science to medicine on its broadest basis. There should be 
no exemptions from a course of this kind. Hospital physi- 
cists could produce many fascinating subjects for inclusion 
in it. Some knowledge of radioactivity, of the use of 
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radioactive isotopes as tracers in the investigation of physio- 
Jogical and pathological problems, and of the use of a 
Geiger—Miiller counter as a clinical instrument are obvious 
examples. It is not difficult at the same time, for instance, 
to convey something of the potentialities of the quantitative 
method, something of present ideas of the nature of the 
atom or the ways in which experimental confirmation of 
theory has been obtained. 


Last year I was fortunate enough to see the results of 
an exercise set by Dr. Joseph Hamilton to a student class 
in the University of California at Berkeley in which each 
student was required to set down in detail an account of 
an experimental investigation that he would like to carry 
out with a radioactive tracer material and that had not 
been suggested before in the literature. Nearly all were 
reasoned, practical, original suggestions, and some were so 
well presented and of such merit that the opportunity of 
carrying out the experiment was being provided to these 
students. It would be hard to find a better example of 
the use of a method of applied medical physics as a means 
for promoting a scientific outlook. It is difficult to believe 
that such a result could be obtained with the methods 
of training students in operation in most schools in this 
country at the present time. 


Practical Applications 


Illustrations of the application of physics in medicine 
naturally occur to me primarily in the field of radiation, 
but many others can be found. Some of the applications 
of optical principles, such as the measurement of erythro- 
cytes by the haloes they cause around a source of light, 
or microscopy from the optical microscope to the fascina- 
tions of the electron microscope, where a virus may be 
shown by means of a golden shadow, are good examples. 
Electronics is invading medicine on a large scale and pro- 
vides possible demonstrations for the student in such varied 
fields as neurophysiology, the measurement of radiation, 
the use of hearing-aids, electrocardiography, muscle-nerve 
stimulation, colorimeters, pH meters, and even the 
demonstration of surgical operations by television. 


An obvious illustration in surgery is the importance and 
means of counteracting the physical factors that interfere 
with respiration and circulation when the chest is opened. 
The dermatologist may be interested in the physical forces 
which produce alterations in skin pigment, the psychiatrist 
in electric-shock therapy, the ophthalmologist in the spectral 
sensitivity of the various parts of the retina and the methods 
of investigating night-b!indness, the haematologist in elec- 
trophoresis, the orthopaedic surgeon in the trajectories of 
stresses in bone, and the otolaryngologist in the complica- 
tions of vestibular mechanisms. , 


The difficulty is not to find illustrations but to distinguish 
amongst the wealth of material available those most likely 
to hold the student’s interest and provide him with an 
appreciation of the underlying physical principles con- 
cerned, while unobtrusively developing his powers of criti- 
cal examination of a problem and his desire and ability 
to test a theory by experiment—in fact, providing him with 
the capacity for logical, impersonal, objective thought. 
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SIR WILLIAM GOWERS 


Sir William Gowers. By Macdonald Critchley. (Pp. 118; 

illustrated. 17s. 6d.) London: William Heinemann Medical 

Books. 1949. 
Dr. Macdonald Critchley’s life of Sir William Gowers, who was 
born in 1845, records the chief events of his career, illuminates 
them with the reminiscences of those who were privileged to 
be his pupils, and reviews his contributions to medicine. He 
was born the son of a Hackney shopkeeper, and it was probably 
the accident of his father’s early death and his widowed 
mother’s migration to the neighbourhood of Oxford that set 
his foot on the first rung of the educational ladder at Christ 


Church College School. An apprenticeship to a general practi- 


tioner in Essex was his entry into the profession to which he 
was destined to contribute so much. Thereafter University 
College Hospital and subsequently the National Hospital made 
up the sphere of his activities. He played no great part in 
medical affairs : neurology filled his working life, and hobbies, 
especially shorthand, occupied his spare time. He died in 1915. 

Gowers will be remembered as a great clinical observer. Dr. 
Critchley points out that the early descriptions of many of the 
nervous diseases which we recognize to-day with confidence 
are due to his acumen. That this has not been more generally 
recognized in the past is due to the fact that many such descrip- 
tions were given casually in the course of his writings and it 
was often left to subsequent observers to attach a label to con- 
ditions which Gowers had discovered. 

Dr. Critchley has written a valuable memoir which is short 
encugh to make the reader wish for more. Ten illustrations 
add to its interest, and it includes a bibliography. 

RUSSELL BRAIN. 


PIONEERS IN ORTHOPAEDICS 

On the Contributions of Hugh Owen Thomas, Sir Robert Jones, 

and John Ridlon to Modern Orthopaedic Surgery. H. 

Winnett Orr, M.D.; supplement by Arthur Steindler, .D. 

(Pp. 253. £1 5s.) Oxford: Blackwell Scientific Publications. 
These three men, prominent in their generation, have added 
much to orthopaedic surgery, and a critical examination of the 
work of any one of them would be sufficient to satisfy most 
writers. Dr. Orr has wisely not attempted to judge the value 
of all their contributions to orthopaedics, but has confined him- 
self largely to Thomas’s writing on rest, and the reactions of 
Jones and Ridlon to these principles. It is for this reason 
that Jones and Ridlon appear not as original workers themselves 
but rather as pale moons reflecting the light of the sun. The 
book enables the reader to obtain a picture of the relations 
between the three men, and it brings to the notice of the 
profession once again the great advances made by Thomas 
and the difficulties he encountered. 

Dr. Orr’s style of writing leads on occasion to some difficulty. 
He does not finish his remarks on one personality before dis- 
cussing others, and this results in a certain amount of confu- 
sion which could readily have been avoided. He rightly 
criticizes the many modifications and improvements of the 
Thomas splint that have been suggested during and between 
the two world wars, and states that it would have been prefer- 
able if the authors of these suggestions had learned how to use 
the splint in the correct manner. Directly after this con- 
demnation Dr. Orr explains that “the use of skeletal fixation 
pins (not wires) in plaster of Paris represents the only sub- 
stantial improvement in the technique for maintaining correct 
length—position—and rest—since Thomas himself.” 

It is unfortunate that with a subject in which the facts could 
be so readily confirmed there should be a few obvious mistakes. 
For example, Thomas was not trained by his maternal uncle 
Owen Roberts, of St. Asaph, at the Liverpool Workhouse Hos- 
pital, as stated in the text, and it is obvious that Dr. Orr meant 
Sir Astley Cooper and not Sir Ashley Cooper. It is hard to 
define the exact character of this book; it includes many 
extracts from other authors and follows closely their opinions. 


T. P. McMurray. 
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SURGICAL COMMENTARY 


AC onpenten in Surgical Studies. By lan Aird, Ch.M., F.R.C.S. 
(Pp. 1,060. £3 3s.) Edinburgh: E. and S. Livingstone. 1949. 


This is a new and aftractive book, and the author is to be 
congratulated on choosing a happy title and on providing 
such a pleasant and useful companion for the senior student 
and postgraduate. The volume represents an enormous amount 
of work, for there are over a thousand pages of reading matter, 
ten thousand references, and ten thousand items in the index. 
It is largely based upon lecture notes and is certainly well up 
to date. In at least one place there is over-emphasis on a 
subject of minor interest—there are four and a half pages 
devoted to pre-auricular fistula. Some of this space might well 
be sacrificed to make room for a more detailed account of 
the relative value of the tests of renal function, or some other 
subject of similar importance. 

The book is well written and is all from the one hand. It 
not only contains the basic information on all the problems 
with which it deals but gives finger-posts to the sources of 
information which the student must consult if he wishes to 
improve his knowledge further. In the introduction the author 
says, “It is hoped that this book will be found convenient 
for employment in the hospital ward and ante-theatre, no less 
than in the study, as a kind of commentary to the clinical 
illustration which the ward and operating theatre afford. For 
this reason and for economy of space diagrams have been 
entirely excluded.” This was probably a wise decision, though 
it is difficult to understand the operation for cleft-palate 
(Wardill’s) in the absence of a diagram. 

It is unfortunate that the author felt it necessary entirely 
to omit the subjects of fractures and orthopaedics from his 
book, and it is difficult to accept one of his reasons for 
doing so—that “the gap between general surgery and the 
specialized surgery of the skeleton is so wide.” Surely it 
Ought not to be. Every candidate for the higher surgical 
examinations is required to have a sound basic knowledge of 
these subjects, and most surgeons would agree with the view 
that every general surgeon should have at least a working 
knowledge of them. The total exclusion of these subjects leads 
to serious difficulties for the student, for though he will find 
a good account of the paraplegia due to Pott’s disease of the 
spine he will look in vain for an account of the main symptoms 
of that disease; he will read that osteitis deformans may 
attack the lower jaw but fail to find any general account of 
Paget’s disease of bone. He will even get sound information 
on the treatment of a wound which involves a bone but have 
to obtain the details of the treatment of the fractured bone 
elsewhere. Another hundred pages giving the main facts of 
these two subjects, with appropriate references, would make 
this book almost a necessity for the postgraduate student. 


V. ZacHARY COPE. 


ILLUSTRATIONS OF SURGERY 


Illustrations of Surgical Treatment, Instruments and Appliances. 
By Eric L. Farquharson, M.D., F.R.C.S.Ed., F.R.C.S. Fore- 
word by the late Sir John Fraser, Bt. Third edition. (Pp. 391; 
illustrated. £1 5s.) Edinburgh: E. and S. Livingstone. 1949. 


There is much to be said for the pictorial method of teaching 
in an intensely practical subject like surgery. Not that pictures, 
even when accompanied by good descriptive matter, can act as 
substitutes for clinical experience, but in the student’s com- 
paratively short period of training there are many surgical 
techniques which he has no opportunity of seeing. In this con- 
nexion Mr. Eric Farquharson’s book fills an obvious gap. The 
work is already well known, the present being the third edition. 
The reader must realize that it limits itself to certain ortho- 
paedic conditions, fractures, closed injuries, and deformities, 
and is mainly concerned with plaster technique. The second 


es 


section, which consists of numerous illustrations of surgicg 
instruments and appliances with short descriptions of thejr 
uses, covers a much wider field. The author has been 
conservative in his choice of instruments, but tlis may be of 
advantage from the student’s point of view. 

The illustrations have been carefully chosen and are wejj 
reproduced, so that a good and clear conception can be obtained 
of the procedures depicted. The text contains many usefy 
hints which house-surgeons will find of value when they handle 
their first cases. 

This is a book which can be recommended to the senior 
student and the junior surgeon as a trustworthy guide, especially 
in fracture work. Some of the sections have been revised, and 
the price has not been advanced since the last edition was 
published in 1942. 


NorMan C. Lake. 


ANAESTHETICS FOR STUDENTS 


Anaesthetics for Medical Students. By Gordon Ostlere, M.A., 
.B., B.Chi ie) .A. With foreword by C. Langton 
Hewer, M.R.C.P., F:F.A.R.C.S. (Pp. 108. 7s. 6d.) London: 

J. and A. Churchill. 1949. 

This book is an attempt to explain to medical students how an 
anaesthetic may be administered with safety to the patient 
and satisfaction to the surgeon. It is written in a pleasant, 
easy, and informal style, and is short, concise, and to the point, 
Its objects are certainly achieved. 

There are some anaesthetists, however (of whom I confess 
myself one), who consider anaesthetics to be a postgraduate 
rather than an undergraduate study, and from this viewpoint 
the book is perhaps too inclusive. However, assuming that 
medical students do require to be taught the details of intra- 
venous techniques, closed circuit methods, and local and spinal 
analgesia, this book does convey the necessary information in 
a readable way, eminently suited for study “in the bus, or 
while awaiting the entrance of an unpunctual surgeon.” It 
includes all the important facts without being too dogmatic or 
détailed, and the student who knows this book well should be 
able to tackle any question on anaesthetics which he is likely to 
meet in his qualifying examination. 


R. BLatrR GOULD. 


TEXTBOOK OF MEDICINE 


Medicine. By A. E. Clark-Kennedy, M.D., F.R.C.P. Volume 2. 
(Pp. 522. £i 5s.) Edinburgh: E. and S. Livingstone. 1949. 


The second volume of Dr. Clark-Kennedy’s book is concerned 
with diagnosis, prevention, and treatment. Its six chapters are 
entitled : Clinical Diagnosis, Special Investigations, Distur- 
bances of Function, Reactions of the Mind, Pathological 
Processes, and The Practice of Medicine. This is not a text- 
book of medicine containing the factual knowledge necessary 
for passing examinations or the practice of one’s profession. 
The subjects are discussed in a broad manner as a series of 
essays, and the text makes very pleasant reading. A great 
amount of material is covered, and new light is thrown on 
many of the infirmities to which the mind and body of man 
are heir. No one can read this book without having his interest 
stimulated and his outlook broadened. 

The titles of the chapters do not alone indicate the many 
subjects considered, but these are related in subheadings. The 
prospective reader may be interested in a short selection of 
these—The Urgent Case, The Easy Case, The Difficult Case, 
X-ray Shadows, Looking into the Body, Tests of Function, 
Fever, Reactions of the Mind, The Doctor, The Family, and 
The State. 

We must expect generalizations rather than details in a work 
of this type, and the information given about any one subject 
is necessarily somewhat meagre. For example, the use of 
“lipiodol” in the diagnosis of pulmonary conditions is dis- 
missed in half a page. A barium enema is said to be “ more 
time-consuming and more unpleasant than a barium meal. 
The information gained is more expensive and on the average 
less reliable.” This must, however, depend upon what we are 
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OG 
jooking for ; if the barium enema is able to reveal a growth 
of the colon in an operable stage, and the barium meal fails 
to do so, the comparison is somewhat unfair. In the section 
describing the x-ray appearances of the heart we learn that 
when the patient is screened in the postero-anterior position 
“the right border of the heart with the patient in this position 
is formed below by the right ventricle.” Readers may not be 
in agreement with this. 

The book will make a wide appeal, for it expresses the 
inarticulate and ill-formed thoughts of many a seasoned 
practitioner of medicine. 


G. E. BEAUMONT. 


CARDIOLOGY AND GENERAL MEDICINE 


An Introduction to Cardiology. By Geoffrey Bourne, M.D., 
F.R.C.P. (Pp. 264; illustrated. 18s.) London: Edward Arnold. 


Patients with diseases of the digestive, pulmonary, and nervous 
systems may present with symptoms suggesting heart disease, 
and many diagnoses will be missed unless the cardiologist has 
a considerable familiarity with general medicine. This theme 
is predominant in Dr. Bourne’s book. 

The author has described fhe chief aspects of cardiovascular 
disease : Opening sections on clinical methods are followed by 
chapters on heart failure, diseases of the myocardium, and 
disorders of rhythm. Articles on valvular and vascular diseases 
of the heart are admirably suited to the needs of the under- 
graduate student of cardiology, though “angina innocens” is 
not a term which has commended itself to most cardiologists. 
No doubt the inevitable delay between writing and publication 
accounts for the statement that atheroma is responsible for 
60% of cases of aortic stenosis in the British Isles. Recent 
investigations have emphasized the role of rheumatism in the 
majority of cases. Such points do not, however, detract 
from the value of the book, which has throughout the ring 
of personal experience and which should inculcate in budding 
physicians and cardiologists an understanding of the funda- 
mentals of medicine from the cardiologist’s viewpoint. The con- 
tinuity of the book is impaired by its derivation from lectures, 
but it demonstrates throughout the principles upon which 
cardiological diagnoses are based. 


K. SHIRLEY SMITH. 


“EDEN AND HOLLAND” 


Eden and Holland’s Manual of Obstetrics. By Alan Brews, 
M.D., M.S., M.R.C.P., F.R.C.S., F.R.C.0O.G. Ninth edition. 
(Pp. 796; 36 plates, 12 in colour, and 405 illustrations. £2 2s.) 
London: J. and A. Churchill. 1948. 


This work has always been acknowledged as one of the finest 
examples of a British textbook, for the publishers have used 
the best available paper and print and have been lavish with 
illustrations, while the authors, apart from being men of great 
academic distinction, have been able to write with clarity and 
precision. Mr. Alan Brews can be congratulated on the effi- 
ciency with which he has revised the book, and his powers 
of expression are at least equal to those of the previous authors. 
Moreover, he has shown skill in picking out from the literature 
which has been published since the last edition those contribu- 
tions which deserve inclusion. 

The new volume can be regarded as a full and up-to-date 
account of obstetrics as practised in Great Britain. It will 
be universally welcomed, particularly by postgraduate students 
working for higher examinations. Although the book is long 
it is not easy to see how the size could be reduced, for it is of 
primary importance in a textbook of this kind that full 
references should be made to original work. Indeed, it may be 
argued that the book should be expanded so that in time it 
can rival the great American textbooks. ' 

The new diagrams are not always of the same high quality 
as those of previous editions, otherwise there is little to criticize. 
The success of the new edition is certain. 


WILFRED SHAW. 


PRACTICAL OBSTETRICS 


Handbook of Midwifery. By Margaret Puxon, M.D., 
— (Pp. 326. £1 5s.) London: Sylviro Publications. 


Since the end of the war a number of books on practical 
obstetrics and gynaecology have been added to the literature. 
Many of these take the form of revision manuals for the 
general practitioner and those wishing to revise for higher 
examinations. Dr. Puxon’s book is of this type : she presents 
a practical manual of obstetrics with emphasis on the normal. 
The subject is discussed in reasonable detail and the text is 
up to date. The style is that of a book of reference rather 
than a textbook, and the synoptic treatment of many of the 
sections makes it as a whole not very readable. 

The book is marred by some errors of fact and by the 
doubtful value of some of the advice contained in it. For 
example, the level of the blood urea is not always raised in 
chronic nephritis in pregnancy, and in severe pre-eclampsia the 
baby is often small, not of normal size, as stated. The adminis- 
tration of pethidine by the intravenous route is recommended, 
though it is noted that collapse may occur. Surely such 
dangerous advice would be best omitted altogether, since the 
drug can be given safely and with reasonably rapid effect 
by the intramuscular route. The use of ergometrine to induce 
labour has only to be mentioned to be condemned as extremely 
dangerous in any circumstances. The dose of 0.5 mg. of ergo- 
metrine intravenously for postpartum daemorrhage is unneces- 
sarily high and liable to cause side-effects. 

The chief faults of this book are that it attempts too much 
in too small a compass and that it suffers in many instances 
from lack of illustrations. These shortcomings detract to some 
extent from its real merits of completeness and sound 
practicality. 

JOSEPHINE BARNES. 


SYMPTOMATIC DIAGNOSIS 


Symptoms in Diagnosis. By Jonathan Campbell Meakins, 
C.B.E., M.D., D.Sc., .D. Second edition. (Pp. ip 
illustrated. 42s.) London: Baillitre, Tindall and Cox. 1948. 

Like Disraeli, many medical authors hate definitions, and 

Dr. Jonathan Meakins makes no attempt in this book to define 

the meaning of “ symptoms ” beyond the statement that they are 

“the patient’s way of telling his story.” This omission may 

explain why much of the work is concerned with phenomena 

generally regarded as physical signs. This is not a true defect, 
however, for the division of the subjective and objective 
phenomena of disease into symptoms and signs is patently 


. artificial, the artificiality extending to books which undertake 


to consider them separately. , ° 

The author follows the customary pattern, considering in 
successive chapters the body’s various anatomical and physio- 
logical systems and the symptoms which arise in connexion 
with them. The four final chapters on the eye, the ear, nose, 
and throat, the nervous system, and symptoms in psychiatry are 
contributed by specialist colleagues. Dr. Meakins’s great experi- 
ence and erudition are reflected in the mass of factual informa- 
tion presented ; it is not clear to what audience the book is 
addressed, but the detail may be overwhelming for the student. 
In some sections rarities are accorded a disproportionate amount 
of space, and in others forbidding lists of causes will deter the 
faint-hearted. These minor criticisms do not detract from the 
general excellence of the text, and the discussions of cyanosis 
and dyspnoea are of particularly high standard. 

The inevitable systematic arrangement tends to destroy 
cohesion, and symptoms which cannot be allocated to any 
one system elude consideration—there is, for instance, no dis- 
cussion of fever. It is also disappointing not to find a section 
concerned with the technique of eliciting symptoms, for a 
chapter on history-taking would have given the book a unity 
that at present it lacks. There are signs of hurried proof- 
reading, and the reader’s pleasure is sometimes marred by a 
turgid literary style: the author of Plain Words would not have 
approved of “ Increased fragility (of bone) is demonstrated by 
a predilection to spontaneous fractures.” 

R. BopLey Scott. 
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A BEDSIDE HANDBOOK BOOKS RECEIVED 
Bedside Diagnosis. By Charles Mackay Seward, M.D., 
F.R.C.P.Ed. With foreword by Sir Henry Cohen, M.D. [Review is not precluded by notice here of books recently received) 


F.R.C.P. (Pp. 372. 17s. 6d.) 

Livingstone. 1949. 

Dr. Seward points out the wide gap that exists between the 
symptoms complained of by the patient and the contents of the 
usual textbook of systematic medicine, and he attempts to help 
the student bridge this gulf. The book opens with sections on 
psychogenic symptoms and pain, but the remainder of the text 
consists of 20 chapters discussing the implications of single 
signs or symptoms. Each chapter is prefaced by a list of the 
common causes of the symptom in question; the underlying 
physiological disturbance is described whenever possible ; and 
suggestions are made for shortening the list of possible 
diagnoses by analysis of the presenting complaint. There 
follow a brief description of the diseases responsible for the 
symptom and an account of the important investigations that 
may be required in diagnosis. 

The author’s plan is sound, and is that followed by many 
clinical teachers in the wards. The information is accurate ; 
where statistics are given they are well chosen; and the work 
bears the stamp of a practical physician throughout. The 
book has flaws, though it is only fair to add that these are the 
result of its brevity, for even the common diseases are too 
numerous and too variable to be adequately described in such 
small compass. A notable weakness is lack of information 
on the diagnosis of diseases of the nervous system, common 
conditions such as disseminated sclerosis, hemiplegia, and 
epilepsy not being mentioned. But as the book is intended 
as a guide to the principles of diagnosis rather than a work 
of reference such omissions can be forgiven. The publishers 
are to be congratulated on the production, and the price is not 
high by to-day’s standards. SIDNEY TRUELOVE. 


Edinburgh: E. and S. 


The twelfth edition of Clinical Methods, by Sir Robert Hutchison 
and Dr. Donald Hunter (pp. 484; 17s. 6d.; London: Cassell, 1949), 
has undergone a thorough revision, for which ‘he authors have called 
on the assistance of Dr. R. R. Bomford. Some of the methods and 
phrases that gave an air of antiquity to parts of the previous edition 
have been eliminated, and the text now incorporates modern work 
on haematology, liver function tests, and elementary radiology. 
Some teachers will note with displeasure that the third and fourth 
heart sounds have made an appearance in the book, and it is surpris- 
ing that a long description of the polygraph has been retained in a 
practical volume of this sort. The format has been altered, and the 
use of large and small type will help the student considerably in the 
difficulty he faces with all his textbooks—the selection of the leading 
facts from the less imporiant details. The illustrations have been 
greatly improved, particularly those of urinary crystals. This edition 
will be found easier to read and to remember than its predecessor, 
and the book remains equally important to candidates for Member- 
ship and the M.B. 


Dr. F. M. R. Walshe’s Diseases of the Nervous System (pp. 359; 
17s. 6d.; Edinburgh: E. and S. Livingstone, 1949) made its first 
appearance as recently as 1940, which may be a matter of surprise to 
many of its readers. It has now become a well-established textbook 
and occupies as important a place in the student’s reading as 
many senior volumes. In the sixth edition the text has everywhere 
been brought up to date. The chapter on neurosyphilis has been re- 
written and the sections on acute poliomyelitis and intracranial 
abscess enlarged. The short chapter on psychoneuroses has been 
retained, and there is a useful scheme of examination of the nervous 
system at the end of the text. Dr. Walshe should relieve the student 
who carefully reads this book of the anxiety with which he usually 
contemplates a neurological case in the final examination. 


In their Elementary Atlas of Cardiology (pp. 108; 99 illustrations ; 
12s. 6d.; Bristol: John Wright, 1948), Drs. Wallace-Jones, Chamber- 
lain, and Rubin have put together a series of electrocardiograms 
illustrating abnormalities of rhy:hm and of myocardial function. 
These are the standard records used for undergraduate teaching ; they 
and the accompanying legends fulfil this purpose excellently. The 
authors have perceived that even in an elementary textbook chest leads 
must be mentioned, and they include IV R, [IV F, and CRI. It is not 
clear why both of the first two are described when some other lead 
instead of IV:F, such as CR6 or CR7, would have given additional 
information. The book includes a section on the radiography of the 
heart. This achieves a succinct presentation of the principal 
abnormalities, but the illustrations are not of high quality. 


Text Book of Surgery. By P. Kiely, B.Sc., M.D., M.Ch., FR Cs 
(Pp. 1,184. 45s.) London: H. K: Lewis. 1949. Bs 


The Evidence for Voluntary Action. 
Beveridge and A. F. Wells. (Pp. 343. 
Unwin. 1949. 


Edited by 
16s.) London: Alten aa 


= a of Hormones in General Practice. By W. 
emp, M.D. (Pp. 115. $3.) Minneapolis: Burgess Publishi,, 
Company. 1949, . — 


The Substitute Family. By F. Knight, L.H.D. (Pp. 84. 3s. 6d 
London: The Convocation Lecture, 1949, of the National Children’s 
Home. 1949. 


What is Psychoanalysis? By E. Jones, M.D. (Pp. 126. 1s. 6d.) 
London: George Allen and Unwin. 1949. : 


The Yearbook of Psychoanalysis, 1948. Vol. 4. (Pp. 356. 


30s.) London: Imago. 1949, 


Understandable Psychiatry. By L. E. Hinsie, M.D. (Pp. 359. 
22s. 6d.) New York: The Macmillan Company. 1948. 


By H. F Hansen, R.N., MA. 6th ed 


A Review of Nursing. 
1949. 


(Pp. 866. 21s.) London: W. B. Saunders. 


By A. L. Price, BS., R.N 


The American Nurses Dictionary. 
1949, 


(Pp. 656. 19s.) London: W. B. Saunders. 


“Doctor Himself.” 
1871-1946. By W. Stamp. 
Hamilton. 1949. 


An Unorthodox Biography of Harry Roberts, 
(Pp. 163. 10s. 6d.) London: Hamish 


The Principles of Chiropody. By J. H. Hanby, F.ChS., and 
H. E. Wa'ker, F.Ch.S. (Pp. 383. 21s.) London: Baillitre, Tindall 
and Cox. 1949. 


Tablet Making. By A. Little and K. A. Mitchell. (Pp. 121. 15s) 
Liverpool: The Northern Publishing Company. 1949, 

Tax Tables, 1949-30. By G. Whillans, F.1.B. (3s. 6d.) London: 
Butterworth. 1949. 


Précis des Maladies Allergiques. By Pasteur Vallery-Radot. 


(Pp. 223. 550 francs.) Paris: Editions Médicales Flammarion. 
1949. 
Le Sexe. By V. Dantchakoff. (Pp. 210. No price.) Paris: Presses 


Universitaires de France. 1949. 


Thrombo-Phlé bites Cerébrales. By R. Garcin and M. Pestel. 


(Pp. 135. 600 francs.) Paris: Masson. 1949. 

Von der Angst der Kranken. By K. Scheele. (Pp. 75. 
M. 4.80.) Stutigart: Georg Thieme. 1949 

Uber die neuen Strahlenschutzregeln. By H Graf. (Pp. 72. 


M. 4.) Stuttgart: Georg Thieme. 1949. 

Uber die Anzeigepflicht des Prosektors wegen Arztlichen 
Verschuldens. By F. Feyrter. (Pp. 88. 12s.) Vienna: Wilhelm 
Maudrich. 1949. 


Grundriss der Allgemeinen Zoologie. By A. Kiihn. (Pp. 281. 


M. 18.) Stuttgart: Georg Thieme. 1949. 

Die Bazillenruhr. By L. Roemheld. (Pp. 125. M. 10.80.) 
Stuttgart: Georg Thieme. 1949. 

Leitfaden der Neurologie und Psychiatrie. By W. Kurth. 
(Pp. 305. M. 22.) Stuttgart: Georg Thieme. 1949. 

Die Erkrankungen der Endokrinen Driisen. By A. Oswald. 


(Pp. 580. 58 francs.)’ Berne: Hans Huber. 1949. 
By J. A. Bofill. 


1949. 


Uremia y Seudouremia. (Pp. 168. No price.) 


Barcelona: Ediciones Byp. 
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INSTRUCTION OR EDUCATION ? 
In this Educational Number our distinguished contribu- 
tors are all discussing from different points of view the 
same question. This is a question which has been asked 
since ever there was a medical curriculum to reform. 
Is it possible, by integration, to compress the present 
curriculum, overloaded with instruction, within limits 
.that will no longer stultify attempts at education? In 
different keys, but in harmony, our contributors say 
yes. All are agreed that medical students must be 
“educated” and not merely tutored, or else when in 
practice in an increasingly instructed and science- 
conscious community their prestige will rightly sink. 
The most serious complaint voiced to-day is that as 
the student passes from the premedical to the preclinical 
period and thence to the wards he appears to have learnt 
little of his professed subjects and forgotten more. The 
explanation generally offered is that subjects are pre- 
sented in such a way as to lack demonstrable value for 
the student’s aim of becoming a doctor ; he thinks them 
futile and frustrating. Some blame, of course, is laid at 
the door of examiners, but more at the lack of unity of 
the curriculum. Chemistry, physics, anatomy, biology, 
and even physiology appear remote from the student’s 
objective, or so the critics allege. One means of amend- 
ment proposed is the fusion of anatomy and physiology 
—now in the programme of one school, Birmingham— 
and another the integration of all the chemistry from 
first to sixth year under one educational head, as at 
the Middlesex. Perhaps even that is not enough: is 
there not room for the inclusion of pharmacology with 
chemistry and for its proper relation to general medi- 
cine? No doubt other co-ordinating experiments will 
be tried as pilot endeavours in other schools. The right 
method will only be reached by trial and error—in fact, 
by the “ experimental ” method. | 
A partial solution of difficulties might be found in 
a co-ordinating committee, or perhaps even a dean- 
dictator, of education, whose purpose would be to 
assemble all the staffs, first, second, and third stage 
teachers, and devise a composite course that would 
excite the student’s expectations and make clear to 
him that however devious the path plotted for him it 
leads to the goal. As Professor Smithers says, “ The 
reason for teaching him physics should be to help- to 
make him a good doctor,” and adds that “the best 


- 


people to teach physics are perhaps those who them- 
selves engage in research in physics in relation to biology 
or medicine.” Professor Dodds points out that it might 
be stimulating even for first-year teachers of inorganic 
chemistry to feel that they kept touch with their students 
up to and after qualification, and had an interest in the 
reputation of the profession in the community. “ What 
surely is required,” writes Professor Crew, “is that the 
first-year teachers should hand on to those who follow 
students whose initial experience of the university has 
exceeded their wildest hopes.” 

There have been many proposals for improving the 
method by which doctors are trained, but it is unusual, 
to say the least, to find so plainly stated the need to 
improve the teachers as well as the taught and the teach- 
ing. It is indeed remarkable not so much that clinicians 
never have sought instruction or training in the art of 
teaching, as that the men of science, the physiologists, 
the research workers, who can transform themselves into 
clinicians overnight by the acceptance of a chair, have 
not been prompted by their daily practice of the scientific 
method to take a course in pedagogy. The methods 
used by educationists to teach the teacher are described 
in this issue by Professor W. R. Niblett. He urges co- 
operation between institutes of education and schools of 
medicine, and here, perhaps, one of the matters to be 
inquired into might be the training of doctors in the art 
of teaching. Teaching, however, is a small part of the 
great burden that professors now carry. It is too much 
to expect that research, clinical experience, a competent 
understanding of intimate human relationships, admini- 
strative wisdom, and the patience of a good committee- 
man can all be combined in the same person. One way 
or another the ardours of research, the art and practice 
of educating, and the pursuit of planning must be shared. 
An older and experienced director of education might 
share responsibility with a younger research professor, 
or perhaps middle age for research and youth “ to teach 
the young idea how to shoot” and, pace Francis 
Thompson, not “to pour the fresh instruction o’er the 
mind.” Alli are agreed that educational method through- 
out the curriculum would require a great increase of 
teaching staff and, as Professor McMurray mildly puts 
it, “an alteration of the outlook of at least some 
of the teachers.” Others would add, “of the exami- 
ners too.” There is naturally some rejoicing that 
adequate payment of clinicians will free more and more 
of them to follow their bent from one school to another, 
from university to university ; that inbreeding amongst 
clinical staffs will therefore become less prevalent ; and 
that if and when classes are small enough there will 
really be time and space for educational method. 

There is a strong feeling for the seminar or class where 
student and teacher exchange ideas, for student as teacher 
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of student, or even for such a pronouncement as 
Trousseau used to make to his class at the commence- 
ment of a term, “I expect to learn as much from you 
as you from me.” All teachers are concerned to culti- 
vate the “scientific method” and to exercise it by 
example and experimental practice until, like the aseptic 
ritual of the surgeon, it becomes a habit that cannot be 
broken. At the back of their minds is the fundamental 
distinction between teaching and education, and a feel- 
ing that in the use of the collective-study method there 
is an immediately practical way whereby the student may 
educate himself and from the first day of his entry feel 
the implications of the last of his pupilage. 

Professor Pickering, as might be expected, claims for 
physiology a foremost place as an educational tool ; he, 
like many another, would see clinical medicine not only 
based upon, but indissolubly permeated with, physiology. 
He would so far as possible use man, and that man 
often a fellow student, as the experimental animal. 
Others insist on focusing the phases of study on one 
ultimate intention, each teacher abstracting from the 
great excess of material at his disposal that illustrative 
part, and that part alone, which will arrest the attention 
of a student intent on his objective of caring for the sick 
—and this the more easily now that function can be 
described in terms of molecular shape. All the basic 
sciences and many clinical problems are concentrating 
to-day on the molecule as their ultimate target and have 
at service, in the tagged atom, a research tool of great 
value. 

With agreement on the importance of educating the 
medical neophyte in scientific method there appears 
again and again the plea for a humane and humanistic 
approach, an indication of awareness that by concentra- 
ting on the science and despising the art of medicine it 
would be quite possible to throw the baby out with the 
bath-water. Professor Arnott, in his carefully thought- 
out paper in our opening pages, asserts that “ Science. is 
disgraced by the over-zealous application of elaborate 
technical investigation, regardless of the patient’s 
emotional state.” Some at least are on guard lest too 
much trust in measurements, fallible and delusive as 
they may easily be in imexpert or lazy hands, should 
overwhelm the humanity of the doctor in his compre- 
hension of his patient. “The training in scientific 
method, whilst providing the student with capacity for 
logical, impersonal, objective thought, should add point 
both to the skill with which he applies his treatment and 
to the understanding and fellow-feeling that soften his 
conversation with his patients.” 

Thus, though psychology has made but a shy appear- 
ance in these articles, it lurks in every corner, and the 
“ prevailing emotional pattern of man” seems unlikely 
to be entirely overlooked. That is as well, for, as Pro- 


fessor Crew points out, an additional duty is now 
imposed on those who educate the medical student; 


besides teaching him the methods of his trade, they mug, 
instil into his mind and character the culture that once 


was the peculiar and exclusive prerogative of the 
humanities. A prospective student who reads thege 
articles, if he becomes aware that the curriculum pre. 
pared for him is in many ways defective, will neverthe. 


less be convinced that his interests are the subject of - 


great concern to his future teachers and that his own 
endeavours will have a fair field and no impediments, 

A situation that demands precise and unshrinking 
consideration must be faced. The national finances 
are in so precarious a state that thought must be 
devoted to what share of the country’s total income 
can be afforded for the promotion of health and the 
treatment of sickness. The decision, while not dis. 
regarding the-dictates of civilized human sympathy, 
must be dispassionate and realistic. This is a matter 
of national policy. So far as the medical profession is 
concerned, whatever material economies may be made, 
however much “ overheads ” may be cut on the hospital 
account, and however distressing it may be to postpone 
the day of palatial health centres, it is clearly a duty so 
to educate the generality of medical men that far from 
declining into little more than “ medical orderlies ”—of 
which there is a real danger—they should, on the con- 
trary, apply their trained intelligence so that their indi- 
vidual service may be effectively spread over the whole 
field of prevention, social well-being, curative method, 
and restoration to productive citizenship. Education in 
and by the scientific method certainly ; but that method 
must extend into realms where exact experiment is diffi- 
cult, where there are factors that cannot be singly 
eliminated, and where emotion is imponderable but 
dominant. 








SURFEIT OF DIPLOMAS 
All plans for the reform of medical education are to 


some extent held up by the natural inertia of those in | 


control of the medical curriculum at the teaching hos- 
pitals. There is not in medical education the same 
scope for initiative and experiment as there is in general 
education. And all schemes of reform sooner or later 
come up against the formidable obstacle of the exami- 
nation. Many earnest words have been written on the 
value of a sound general education to the youth who 
intends to be a doctor. Much more might be said of 
the need for a good all-round education in general medi- 
cine, especially for those who intend to be specialists. 
The time may yet come when all who qualify will have 
to spend some time in general practice before being 
allowed to specialize. In the meanwhile the drift to 
specialism continues, and the young doctor who seeks to 
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gvoid the most arduous medical life—general practice— 
finds before him a tempting array of special diplomas, 
acquisition of any one of which will enable him to stake 
his claim as a specialist. 

The Conjoint Board now offers ten special diplomas, 
eight of which were in existence before the war; the 
diplomas of physical medicine and of industrial health 
have since been added. Since 1938 thirteen provincial 
yniversities in Britain have made provision for taking the 
DPH., a diploma, incidentally, for which there is more 
justification than for many of the others. Nevertheless 
the issue of diplomas on a wide scale to accommodate 
the different divisions of medical practice illustrates the 
tendency to the atomization of medicine. If this ten- 
dency continues medical men will cease to be “doctors,” 
men more or less learned, and instead become mere 
technicians able to tinker with local parts of the human 
machine. The unfortunate patient, with no one to see 
him as a whole person, will pass along a conveyer 
belt to be assembled, perhaps, by an administrator in a 
~ central records office. 

It is worth noting that in recent years those homes of 
real learning, Oxford and Cambridge, have offered only 
one special diploma each. The worst offenders are the 
Royal Colleges of Physicians and of Surgeons through 
their Conjoint Board. There is, of course, a financial side 
to the issue of diplomas, and the Colleges may be naturally 
apprehensive of their financial position if, for example, 
the Conjoint qualification, M.R.C.S. and L.R.C.P., is 
abolished, as was implied in the Goodenough Report. 
But finance must not be allowed to dictate the policy 
of medical education, nor would one suggest that it 
does. The mushroom growth of diplomas is no doubt 
in large measure due to demand. And such a demand 
is in itself a reflection upon the inadequacy of medical 
education. The foreign doctor, it has been said, looks 
with amazement and mockery upon the alphabetical 
beads the British doctor can string after his name. 

If we may assume that a specialist will confine him- 
self either to a part of surgery, or to a part of medicine, 
or to the combination of the two in obstetrics and 
gynaecology, there would seem to be a rational way 

out of the diploma maze. Just as no one is allowed 
to qualify until he has been grounded in the whole of 
medicine, so, surely, no one should be allowed to 
specialize, say, as an otolaryngologist until he has 
proved his general competence as a surgeon. The 
F.R.C.S. of England is the hallmark of this general 
competence, and no additional diplomas should be 
needed to indicate that the F.R.C.S. is competent to 
practise as an otolaryngologist, ophthalmological sur- 
geon, thoracic surgeon, or what else. His special com- 
petence is recognized by his appointment to special hos- 
pitals, or departments of general hospitals, and by his 


contributions to learned societies and periodicals. The 
position of the physician is now somewhat ambiguous 
because of the present policy of the Royal College of 
Physicians in relation to the M.R.C.P. But until now 
the passing of the examination for the M.R.C.P. has been 
taken to indicate general competence to practise as a 
medical specialist. What need, therefore, to urge the 
would-be paediatrician to add the letters D.C.H. after 
his name ? Manson and Ross were able to make their 
discoveries without the assistance of the D.T.M.&H., and" 
Sir Alexander Fleming hit upon penicillin unaided by 
the D.Bact. now offered by London and Wales. The 
real danger of the special diplomas is that they will 
ease the way to special practice for those who cannot 
pass the test of such general examinations as the 
F.R.C.S. and the M.R.C.P. This will lead to a lower- 
ing of standards and of competence, to the detriment of 
medicine and of the public medicine serves. A strong 
case could be made out for retaining such diplomas as 
the D.P.H. and the D.P.M. The medical officer of 
health applies his art and science in a way quite dif- 
ferent from that of the physician or surgeon. He deals 
with the collectivity and not with the individual. Some 
mark of his special competence would seem to be neces- 
sary. And with the present division between “ mental ” 
and “physical” medicine the practice of psychiatry, 
too, must largely be in the hands of those whose special 
training is proved by the possession of a diploma. 

Now that the National Health Service has been 
launched the whole question of consultant and specialist 
practice should be reviewed, perhaps by a special com- 


mission of men and women representative of the teach- . 


ing centres of Britain. An inquiry into the qualifica- 
tions of consultants and specialists is urgently needed, 
and a long-term policy should be laid down if the medi- 
cal profession is not to drift into the position of accept- 
ing the second best offered by endless permutations and 
combinations of all the letters of the alphabet. 








PROSPECTS IN THE N.H.S. 

“It must be brought home to boys and girls, to their 
parents and school teachers, that there is no profession 
offering a wider range of interests than Medicine, and 
that children of ability need not be deterred from enter- 
ing the profession through lack of money.” The Good- 
enough Report,’ from which this passage is quoted, was 
published in 1944. Have the events of the intervening 
five years made any difference to the prospect before 
the medical student and the newly qualified doctor ? 
The present is a difficult time to answer this question, 
for the manner in which the National Health Service 

1 Report of the Interdepartmental Committee on Medical Schools, 1944, London: 

2 British Medical Journal, 1948, 1, 579. 

3 The Training of a Doctor, 1948, London. 


4 Hansard, 1949, May 24, col. 1097. 
8 British Medical Journal Supplement, 1949, 2, pp. 70 and 93. 
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will develop cannot yet be foreseen, and the period of 
transition which began on July 5, 1948, is likely to last 
for a long time. At the medical schools also the last 
few years have been exceptional because of the effects 
of the war and of compulsory service in the Forces. 


In one direction a great change has already come 
about. A student who passes the stiff hurdle of 
entrance into a university can now more easily obtain 
financial help, if he needs it, than ten years ago. Even 
parents who may be considered relatively well off are 
finding the burden of paying for the medical education 
of their children increasingly heavy, and it seems certain 
that as time goes on more and more medical students 
will receive financial assistance from the State and from 
local education authorities. A university or college 
scholarship will continue to be a distinction for excep- 
tional ability. Early in 1948 the Minister of Education, 
replying to a question in the House of Commons, stated 
that the Ministry was making at that time 2,540 grants 
to medical students’ ; no figures were available to show 
the number of similar grants given by local education 
authorities. Parents of a boy or girl who has succeeded 
in entering a medical school and who can show that 
the cost of the medical education of their child would 
be a crippling expense should apply to their local educa- 
tion authority for information about the grants available. 


What of the prospect before the newly qualified 
doctor ? Certainly the salaries of junior posts in the 
hospital service are better than they used to be. Fur- 
thermore, entry into the superannuation scheme dates 
from the time of taking up the first appointment. Every 
encouragement should be given to the young doctor to 
widen his experience in hospital after qualification, and 
doubtless it will not be long before one of the conditions 
of registration will be, in the words of the Goodenough 
Report, “a compulsory period of approved and respon- 
sible clinical practice under supervision.” In The Train- 
ing of a Doctor the Medical Curriculum Committee of 
the British Medical Association discussed “the intern 
year” at some length and made many sensible sug- 
gestions about how the work of the “ interns ” should be 
arranged.* There is still keen competition for house 
appointments in teaching hospitals, but the newly quali- 
fied doctor who fails to “ get on the house ” may stand 
a good chance of obtaining an appointment at one 
of the satellite hospitals associated with his teaching 
school, and he will be able thereby to keep in touch 
with experienced teachers during this important stage 
in his career. It is when he has finished his junior 


house appointments that the young doctor is faced with 
a number of difficult decisions. If he has decided to go 
into general practice or into one of the Services—inclu- 
ding the public health and colonial medical services—he 
can make his plans accordingly, but if he wishes to 


specialize or to remain in the hospital service he wou 
be wise to consider carefully what his chances are og 
reaching the position which he desires. During the pay 
30 years young doctors have been increasingly attracteg 
to specialist work. If anything the N.HLS. -increases the 
attraction, and competition will be keener than ever, 


The way to a specialist appointment is ordinarily 
through the grade of registrar. It is not essential for 
a registrar to hold a higher degree, but at some hospitals 
the chances of candidates without the M.R.C.P. for 
medical and the F.R.C.S. for surgical appointments 
would be very poor. The pressure on the aspiring 
specialist to take one or more of a “ surfeit of diplomas” 
is also increasing. It is, as it used to be, the step from 
registrar to specialist that is the most difficult. It was 
not uncommon for the man or woman who wished to 
obtain an appointment on the staff of a non-teaching 
hospital to go into practice in the area served by the 
hospital and wait for a vacancy. An established local 
practitioner with the necessary hospital experience and 
qualifications stood a good chance of securing the 
desired advancement. The more impersonal method 
of selection in the National Health Service has raised 
doubts whether he is now so likely to succeed. Many 
registrars are at present gloomy about their prospects, 
but there is hope in the fact that the hospital service is 
far from the stage of full development. In the debate 
on the Second Reading of the National Health Service 
(Amendment) Bill, Mr. F. Messer, the chairman of the 
Central Health Services Council, said about the hospital 
service: “ We cannot look for contraction ; there must 
be expansion.” He added that there were areas in the 
country in which the hospital service was inadequate, 
and that in these areas there will be a need for more 
specialists.* 

For the doctor who wishes to enter general practice 
things are easier in one respect than they used to be and 
harder in another. He can, of course, enter practice by 
putting up his plate in any open area with the permis- 
sion of the Medical Practices Committee. For those 
who prefer the more usual approach to general prac- 
tice no capital has to be found nowadays for the 
purchase of a practice in the N.H.S. (though the pur- 
chase of a house may mean heavy expenditure), but the 
doctor who wants to obtain a practice must submit 
a formal application for an advertised vacancy. The 
number of applications to fill these vacancies is large 
at the present time, especially when the practice is 
in an area which is popular with doctors. Another 
difficulty for the man or woman seeking to set up 
in practice lies in the fact that certain areas of the 
country are “closed,” the Medicat Practices Commit- 
tee having decided that the number of doctors under- 
taking to provide general medical services in them is 
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for the time being adequate.° A doctor usually takes 
an assistantship if he wishes to enter general practice, 
and this is probably the best way of being introduced 
to it, especially if he becomes a trainee assistant under 
the guidance of a principal selected to train entrants to 
general practice. Many principals seek an assistant with 
the intention of offering a partnership if the assistant 
proves his worth. During the next few years the distri- 
bution of general practitioners throughout the country 
will be changing, and it may be some time before 
the new machinery works smoothly. Practitioners who 
require advice about the method of entry into general 
practice should make use of the Medical Practices Advi- 
sory Bureau, which the British Medical Association set 
up at the end of last year; one of its functions is to 
introduce partners, assistants, and locums. The Bureau, 
which maintains an information service about openings 
in the various fields of medical practice, may also be 
able to give helpful advice to specialists and others 
seeking appointments outside general practice. 








TRAINING IN PUBLIC HEALTH 


The scope of preventive medicine is being constantly 
enlarged. No single practitioner can now be expert in 
the whole subject, and some degree of specialization 
has become essential. At one time, for example, the 
health officer was expected to have a detailed knowledge 
of the young science of bacteriology ; but such great 
advances have now been made along this road that even 
bacteriology applied to hygiene is itself a lifelong study. 
The practice of public health in the field is also limited 
by political considerations, and teaching should take 
note of changes brought about in this way. From the 
beginning of the present century—to choose a simple 
illustration—preventive medicine has become more and 
more closely linked with personal health. In the mean- 
time many of the environmental services have become 
so highly developed technically that they have been 
rightly handed over to the architect and the sanitary 
engineer. The medical officer of health gladly shoul- 
dered the burden of maternal and child care, and played 
a notable part in the evolution of the. statutory 
schemes for the prevention and treatment of tubercu- 
losis, venereal disease, crippling conditions, and other 
social handicaps of great importance to the nation. 
These services were built up in a comparatively short 
time to a remarkable state of efficiency. 

In the year 1929 a large number of hospitals came 
under the direct administration of the medical officer of 
health, and in the course of the next ten years many of 
them were transformed from typical “ poor law institu- 
tions” to progressive modern hospitals. They stand 

1 Lancet, 1942, 1, 343 





2 British Medical Journal, 1949, 2, 326. 


to-day as monuments of wise local government and 
excellent teamwork among the officers of local authori- 
ties. Nevertheless hospital administration was apt to 
take precedence over the proper functions of the medi- 
cal officer of health. He has no reason to deplore the 
recent restoration of hospital and other remedial ser- 
vices to the fold of clinical medicine, for he should 
now have time and opportunity to concentrate on his 
own job. 


Postgraduate teaching in public health was slow to 
follow these progressive changes. In the past, it has to 
be admitted, the study of the personal health ser- 
vices was only sporadically introduced into the course, 
while the intricacies of bacteriology and chemistry still 
received too great a share of the student’s attention and 
loomed too large in the examination for the D.P.H. At 
the end of the last war, however, a new syllabus came 
into operation. It was intended to cover an interim 
period “while the new medical services are taking 
shape.” The nine months’ course for the full D.P.H. 
was retained, but the first three months were to 
be devoted to a general review of the health ser- 
vices. A Certificate in Public Health was given to those 
who passed an examination at the end of this period of 
study. It was believed that a large number of students, 
content with the certificate, would then proceed to 
advanced clinical work in paediatrics, tuberculosis, and 
the like. In fact nearly all the students go on to take 
the full course for the diploma in public health. 


This interim curriculum is already out of date, and 
the courses for the diploma are being adapted to keep 
pace with the times. In particular, more attention is 
being paid to practical social work, to industrial health 
problems, and to the vast field of epidemiology. Elec- 
tive subjects are taking their place in the curriculum 
here as in the United States, and stress is laid on the 
day-to-day observations made by the student in his 
notebook. Public health is not only not in decay: it 
has not nearly reached maturity. As Sir Farquhar 
Buzzard said in a Harveian Oration eight years ago: 
“Tt exhibits precocities of growth and promise of fur- 
ther development. It has already accomplished much 
in its fight against slums, dirt, infection, and industrial 
disease. It has done much indeed for the health of 
mothers and children. In short, the history of our 
public health services is one of which our country may 
be justly proud.” ‘ 


It is necessary to think well ahead if the framework 
for the new public health service is to be soundly con- 
structed. If the present course for the Certificate in 
Public Health were to be given in the undergraduate 
years it should be easier for the general practitioner and 
the health officer to work more closely together to pro- 
mote health of mind and body. This task has always 
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been hard, and it is not likely to be made easier in the 
near future. For one thing the Government, preoccu- 
pied with working a statute which is mainly concerned 
with the sick, is busy with remedial care ; for another, 
the medical practitioner, as yet untutored in prevention, 
is consulted only when people are ill. The local health 
authorities are still smarting under the blow which tore 
from them the hospitals in which they took so much 
pride. And the multitude care little about health so 
long as they are reasonably well. 

The health officer’s special responsibility is to safe- 
guard the health and well-being of the community he 
serves. Now that he has been relieved of his clinical 
burdens he can give his full attention to the study of 
health and of the foundations of disorder—epidemio- 
logy in its broadest sense. In this territory he should 
once again be a pioneer. Further, the medical officer 
of health has a clear duty to translate the technicalities 
of science applied to hygiene into terms which the public 
can understand. The basis of local government in this 
country is the presentation of expert knowledge in such 
a way that the layman can grip it and act upon it. The 
M.O.H. is an interpreter. If these principles are right, 
then the course for the D.P.H. should be educational 
rather than narrowly vocational. On the one hand it 
should give the student an understanding of how the 
sciences can be applied to the practice of health, and 
on the other it must afford abundant opportunity for 
him to grasp the social functions of medicine—the study 
of man in relation to his home and his family, his work 
and his play. | 

The prospects of a career in public health have never 
been better. The work is interesting, and there is wide 
scope for experiment and imagination. The ties of 
office work have mercifully been loosened since the 
National Health Service Act came into operation. 
Financially the rewards of a career in public health will 
always be less than clinical medicine can offer, but it is 
encouraging that the dispute between the British Medi- 
cal Association and the local authority associations 
about the remuneration of public health medical officers 
was settled a few weeks ago.” The representatives of 
the local authorities have now agreed to take part in the 
formation of a medical functional council under the 
Whitley machinery, and doctors in the public health 
service have the satisfaction of knowing that their case 
for improved scales of salary must now be heard. 








TEACHING OF MEDICAL BACTERIOLOGY 


Medical bacteriology is not a subject which can easily 
be compressed. The medical student must know how 
infections spread, how the body defends itself against 
them, how sometimes bacteria overcome this defence, how 
they produce toxins, the nature of the tissue damage 


(only a little about the patient). 


they cause, and how death or recovery takes place. For 
practical reasons he must be taught what specimens to 
take, how and when to take them, and the information to 
send to the laboratory with them. He must also be familiar 
with skin tests in common use to indicate infection or gus. 
ceptibility and know what preparations are used for pre- 
vention and treatment. The student’s understanding of 
future developments in the diagnosis, prevention, and treat. 
ment of bacterial disease will depend on his knowledge of 
the nature of bacteria and, in particular, their metabolic 
processes, for it is interference with these which seems to 
offer greatest hope for the control of infectious disease. 

One of the problems of the teacher of medical bacterio- 
logy is to give a balanced review of the subject in all its 
aspects within the limited time allowed in the medical curri- 
culum, and in this connexion Professor R. Cruickshank! 
has recently made some constructive suggestions. He very 
rightly maintains that bacteriology should not be taught in 
isolation, but should be integrated with other subjects, par- 
ticularly with pathology, epidemiology, and clinical medi- 
cine and surgery. Demonstrations, tutorials to small 
groups, and bacteriological clerkships ali have great educa- 
tional value. Professor Cruickshank believes that the teach- 
ing of bacteriology should be in four stages: during the 
biology course ; in an introductory course in general patho- 
logy ; in an intensive course in pathology and bacteriology 
to be taken after at least one year of clinical work ; and 
during bacteriological clerkships in the final year. Such a 
scheme obviously has great advantages, but some medical 
schools may find it requires too much time. 

The proposal that instruction in the principles of bacterio- 
logy should be given during the biology eourse is valuable. 
If included towards the end of that course the subject would 
catch the student’s interest as something obviously related 
to his future work. There might, however, be a danger of 
reducing the load in one course by overloading another. 
The inclusion of bacteriology in an introductory course 
in general pathology puts the subject in its proper perspec- 
tive for a medical student as a branch of pathology. 
Another object of the introductory course is to bridge the 
transition from “ the familiar and normal to the unfamiliar 
and abnormal.” At this stage the approach should be 
from bacterium (much about the bacterium) to patient 
When the student is 
ready to cross the bridge his teacher should cross it with 
him by leaving the class-room and going into the ward. 
The approach would then be from patient to bacterium. 
Students, under supervision at first, would study the patient, 
consider what, if any, bacterial cause there might be for 
his illness, take the appropriate specimens, and either follow 
or themselves carry out the examination in the labora- 
tory. Finally, there would be discussion with clinician 
and pathologist of modes of infection, pathological changes, 
treatment, and prevention. 

Such a ‘method of teaching small groups of students 
would give a balanced view of bacteriology and integrate 
it with other subjects. Many teaching hospitals have a 
number of bacteriologists on their staff, and all should be 
called on for teaching; but it might be more difficult to 
find suitable teaching laboratories. After this period of 
work under supervision the student should be able and be 

1 St. Mary’s Hosp. Gaz., 1949, 55, 35. 
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required to work on his own. During his medical clerking 
he should be expected himself to take and examine speci- 
mens from his patients. Only by accepting responsibility 
will he really learn. 


TEACHING OF TROPICAL MEDICINE 

At the present time there are three centres in this country 
at which postgraduate courses of instruction in tropical 
medicine are given: these are in London, Liverpool, and 
Edinburgh. The length of the courses is about five months, 
and the students then sit an examination for a diploma in 
tropical medicine and hygiene. That in London is con- 
ducted by the Conjoint Board, and those in the other 
centres by the universities concerned. Their original pur- 
pose was to fit medical men for clinical practice in the 
Tropics, essentially to familiarize them with a variety of 
diseases of which they learn little or nothing in the ordi- 
nary qualifying medical curriculum in this country. Among 
the diseases which are of more peculiarly tropical distribu- 
tion those due to protozoa, to spirochaetes, and to hel- 
minths are of very great importance. The study of these 
cannot be confined to the more rigidly clinical aspects of 
their diagnosis and treatment ; it entails an introduction to 
subjects largely foreign to the graduate in medicine in this 
country. It is impossible to understand the parasitic 
diseases of man without a sound knowledge of the para- 
sites causing them and of the vectors which convey these 
parasites. The student’s course of study must therefore 
include clinical parasitology and medical entomology and 
zoology in order to give him sufficient knowledge to 
undertake ordinary tropical practice. The basic require- 
ments of the curriculum are thus wide, and not least of 
the difficulties for the student is the acquirement of an 
extensive new vocabulary. 

Learning the facts about tropical diseases is largely 
valueless in medical practice without skill in the technical 
examinations which are necessary for diagnosis and for the 
control of treatment. The help of a laboratory, so easy 
to obtain in this country, is but rarely available in the 
Tropics, and the medical practitioner there must be his 
own clinical laboratory technician. To give him confi- 
dence in his ability to do this work a large proportion of 
his time in training must be spent in the laboratory if he 
is to acquire the necessary technical proficiency. The need 
for this is great, for teachers have found that many post- 
graduate students coming for training cannot even use a 
microscope competently. In addition to essential instruc- 
tion in tropical diseases the three courses now include a 
wide range of subjects such as ethnology, nutrition, sani- 
tary engineering, field surveying, public health practice, 
epidemiology, and vital statistics. That adequate know- 
ledge of each of these can be acquired by the student in 
so limited a period is doubtful, and in the attempt to 
absorb it there is a very real danger that the facts neces- 
sary for the ordinary practice of his profession may be 
obscured. 

Restriction of a curriculum to assimilable proportions 
without omission of essentials is a problem common to 
all branches of medical education. In this case the pri- 
mary object is to equip the medical graduate for his imme- 
diate duty as a general practitioner in the Tropics, and a 
preliminary course of study might well be limited to this. 


After experience in the Tropics the practitioner would 
have first-hand knowledge of the medical problems of his 
own district, and he would know which were capable of 
solution by his own efforts. Armed with this knowledge, 
he would be in a far better position to seek and to assimi- 
late a wider range of information to this end. Those who 
advocate a preliminary course of instruction in tropical 
medicine of rigidly limited scope and of severely practical 
aspect have a strong case. At a later date medical officers 
with practical experience in the field could take a more 
advanced course of study. The preliminary course might 
be followed by an examination, which would in effect 
afford a certificate of competence to piactise medicine in 
the Tropics. The advanced course would be much less 
stereotyped and could be varied to meet the needs of 
individuals ; an examination after this course might be 
dispensed with. 


THE B.M.S.A. 
Though the British Medical Students Association has to con- 
tend with the problem of all student bodies in that after 
a short time medical students—or most of them—become 
doctors, it continues to flourish and to increase its activities. 
It confines its work to studying and trying to fulfil the needs 
of medical students as medical students and eschews poli- 
tical controversy and other ulterior affairs. Its wholly 
laudable aim is to increase co-operation between medical 
students themselves as well as between them and the medi- 
cal profession, students of other faculties, and students 
overseas. Several times a year it. holds clinical confer- 
ences at various centres, where authorities on different 
aspects of medicine give lectures and demonstrations, and 
three times a year it publishes an excellent journal. The 
British Medical Students Journal, which is edited by 
students and has a circulation of over 4,000, contains 
articles both on clinical medicine and on its historical and 
cultural aspects. Last year the association also published 
a diary for 1949—an enterprise that will be continued each 


-year—which includes many pages of tabulated clinical and 


pharmacological information. It is a useful pocket-book 
for the medical student, though he might be wiser to leave 
it outside the examination hall with his textbooks. 

The association’s annual general meeting, which is to 
be held at Edinburgh on Nov. 11-13, is attended by repre- 
sentatives of the constituent bodies. These are the great 
majority of the medical schools in Britain and Northern 
Ireland. As a result of decisions taken at last year’s 
meeting the association inquired into billeting fees paid by 
students taking their midwifery course. They were found 
to vary from £1 to £3 a week, and it was suggested to the 
Minister of Health that they should be a charge on the 
Hospital Service. He did not agree, and contended that it 
was a question for the medical school or university. 
Another problem investigated—and this time with greater 
success—was the ex-Serviceman’s grant. A meeting was 
held with the Ministry of Education, and certain anomalies 
were adjusted. The B.M.S.A. is playing a useful role in 
investigating students’ problems and advocating solutions to 
them. It deserves the backing of all medical students, for 


- mo case, however good, can succeed unless it is well sup- 


ported by the evidence and effort of the majority of those 
concerned. 
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THE TRAINING OF THE TEACHER 


BY 
W. R. NIBLETT, B.A., B.Litt. 


Professor of Education in the University of Leeds 


At least fifteen thousand teachers are sent newly trained 
into the schools of the nation every year. Most of them 
are trained in colleges which offer a two-year course, but 
teachers who take up posts in secondary grammar schools 
and an increasing number of those joining the staffs of 
other types of secondary school are graduates who have 
had in all a four-year period of training—the first three 
years being spent at a university in reading for the degree 
of B.A. or B.Sc. and the year after graduation in a university 
education department. 

During his three years’ course the undergraduate will 
have been fully occupied in his academic studies and will 
have concentrated upon securing the best degree he can 
in the subject or subjects of his choice. The postgraduate 
year of training is therefore a year during which his mind 
and personality have to be acclimatized to the idea of 
teaching. It may have been some years since he has even 
been inside a school, and he is not likely to be very well 
aware of his own capacity or deficiencies as a teacher of 
boys or girls. 

But the task of a university education department is 
much wider than that of giving a student various hints 
and tips about the techniques of teaching in the classtoom 
and of providing chances of practical experience of such 
teaching. It is true that the total length of the course is 
quite short. It amounts to about thirty weeks in all, 
perhaps seventeen of them spent in lectures, discussions, 
and classes at the university and the remainder in “ teach- 
ing practice” in schools of various types. In these thirty 
weeks the student has to be introduced to some of the 
social, philosophic, and psychological bases of education. 
All university education departments are anxious that 
students should not think of the job of teaching simply 
as one of instructing John and Mary in a particular subject 
or subjects. The education which a nation gives to its 
children is an intimate expression of its social and national 
purpose and character: the children of a nation are its 
future. It is not merely what they are consciously taught 
in schools that will matter but the unconscious presupposi- 
tions and values which the school as a society will impart 
to them. 

A very important element in the training given to the 
teacher is his study of the psychological development of 
children. Such instruction as he receives on the psycho- 
logy of childhood is no substitute, of course, for personal 
understanding of children as human beings. But some 
knowledge of human psychology can undoubtedly deepen 
understanding of child behaviour and mental growth. A 
certain number of lectures are given to students upon the 
physical development of childhood and upon principles 
of health. There may be lectures, also, upon the history 

of education in this country, contemporary educa- 
tional developments in other nations, and the general 
administration of education 

All the lecturers in an education department are them- 
selves teachers of experience, and students take part with 
them in discussions on teaching methods. During the year 
the students have experience of trying to teach boys and’ 
girls of various ages. This gives them a chance of learn- 
ing how to co-operate with themselves as teachers, how to 


—e 
shape lessons of many sorts, how to make effective contagi 
with children of differing temperaments and abilities 
During their periods of practice they are encouraged tg 
look upon teaching as an art and a craft calling for greg 
demands not merely upon their knowledge of a subject by 
upon their human understanding and their skill in interest. 
ing an audience and helping it to learn. 










Social Factors in Learning 


Clearly there is much in common between the traini 
of a doctor to be a good doctor and a teacher to be a goog 
teacher. It is significant that in these days there should be 
an increasing emphasis in teacher training upon the impor. 
tance of social factors in learning, just as there is ap 
increasing emphasis upon social factors in medicine. Sim). 
larly, it is realized more and more that the individual child 
cannot be understood simply as an individual. He must 
be seen as intimately influenced by the family in which 
he has been brought up, the social class to which he belongs, 
his environment of street and newspaper and public opinion, 
Educational psychology is to be seen as a branch of social 
psychology. The time allowed for discussions in small 
groups between students and their lecturers has its 
counterpart in the case of students training to be doctors. 

The training of the teacher, whether in a two-year train- 

ing college or in a university education department, is not 
of course to be thought of only as a narrowly professional 
business. If the student is to make a good teacher he must 
during the whole time of his training be enriching his 
humanity. It is important that his capacity for experience 
should be increased as well as his knowledge of education 
as a subject and his skill as a practitioner. The experience 
-of students can be stretched in many ways, and use can be 
made of the arts, the novel, the film, and also of travel. 
It is important that students training to be teachers should 
not merely read textbooks upon child development or 
methods of teaching, but stories about childhood and the 
childhood parts of various autobiographies. It is very 
enlightening to them also to read something about educa- 
tion in primitive societies. Such absorbing studies of life 
in primitive societies as Margaret Mead’s Growing Up in 
New Guinea or Coming of Age in Samoa are valuable 
books upon education itself. 






























Institutes of Education 


Since the war, great developments have been taking place 
in the organization of teacher training in this country. The 
country has been divided up into regions, each with an 
institute of education centred upon a university. Hence- 
forward these institutes will be responsible for the training 
given to teachers within their area. This will inevitably 
bring about the gradual development of much closer rela- 
tionships between the two-year training colleges (which in 
due course will offer three-year courses instead of two- 
year) and the universities themselves. The Ministry of 
Education will in future recognize as qualified teachers 
only students who have secured a qualification awarded by 
one or other of the institutes of education. 

But institutes, like medical schools, are not concerned 
only with the initial training of teachers. A very impor- 
tant part of their work will be in “ postgraduate ” education 
—in the continued training and education of teachers 
already in the field. In the past there have been, of course, 
summer schools, refresher courses, and evening lectures for 
teachers who cared to attend them. With the coming of 
institutes of education, however, the scope and provision of 
such methods of continued training will be much enlarged. 
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Post-certificate qualifications for trained teachers are likely 
to come into existence in considerable numbers. Thus a 

duate who has had an initial year of teacher training 
immediately after receiving his first degree will beable to add 
to his qualifications as a teacher by taking a more advanced 
diploma after having taught for some years. This may be 
general in character or of a specialized sort—e.g., a dip- 
loma in primary education, or religious education, or the 
administration of education. Corresponding qualifications 
will also be open to those who have qualified as teachers 
after a period at a two-year training college. 


Educational Research 


A third concern of an institute of education is with the 
organization and encouragement of educational research. 
Here again there is a parallel with the centres of medical 
education. In all the five main fields of educational investi- 
gation vast territories remain to be discovered—in the socio- 
logical, psychological, historical, comparative, and methodo- 
logical fields. Educational research is not to be regarded 
simply as a matter of discovering more about actual 
methods of teaching in the classroom or about more effi- 
cient means of examining children at various stages in 
their school career. We need to know much more than we 
do about, for example, the educative influence of the 
cinema, the adaptation of the school curriculum to fit con- 
temporary needs more effectively, the influence of class- 
room and school design upon the education given within 


the buildings which have been put up. The curriculum . 


itself in most types of school is what it is for traditional 
rather than really educational reasons. 

Most institutes of education are building up libraries of 
books available for loan to teachers in their area. They 
have already begun to publish accounts of experiments 
and researches which are taking place under their auspices. 
Indeed, an institute which is really awake will be seeking 
out and encouraging all sorts of investigations, projects, 
and new methods within the schools and colleges of its 
area. It will act as a focus and fertilizing place for vital 
ideas on many educational matters. 

There is an obvious parallel between the work of uni- 
versity institutes of education as they are developing and 
medical schools which specialize in postgraduate education 
and advanced medical research. It may be, however, that 
in institutes of education continued teacher education and 
the findings of educational research are brought into closer 
relationship with one another than is sometimes the case 
in medicine. As time goes on the need is likely to become 
more apparent for a closer linkage between institutes of 
education and the departments of medical schools con- 
cerned with child health, mental health, and social medi- 
cine generally. The doctor in training and the teacher in 
training have much to give to one another, and so have 
the staffs engaged in training them. 








The Central Council for Health Education held a summer 
school at the School of Domestic Economy, Eastbourne, from 
July 28 to August 11 under the direction of the Council’s 
Medical Adviser and Secretary, Dr. Robert Sutherland. This 
year not only the subjects but the method of study were of 
interest to both pupils and tutors. The subjects were “ The 
Nature and Needs of Man” and “The Contents, Principles, 
and Practice of Health Education,” and the method of study 
was that of tutorial group discussion. A short consideration 
of the theory and method of group discussion completed the 
course, which was supplemented by the showing of films and 
a display of health education material and books. The students 
were drawn from all fields where health education is of 
importance. 
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NURSE-TRAINING AND LEGISLATION 
RETROSPECT AND PROSPECT 
[FROM‘ A SPECIAL CORRESPONDENT] 


When the Nurses’ Registration Act was passed in 1919 after 
long struggles and much controversy it was assumed that 
the field had been won. The goal on which the nurses had 
set their hearts was the formal recognition of nursing as 
a profession. This implied a recognized qualification, and 
the qualification had been found in State registration. Since 
that’ time nurse-training has become more and more a 
process of obtaining the greatest possible number of passes 
in the State examinations. Efforts to help other countries 
to bring their nursing to a higher level have generally 
included the imposition of a State diploma and of minimum 
requirements not unlike ours—e.g., a three-year training ° 
course. Clichés such as “ the one portal of entry,” “ raising 
the standard of the profession,” “ professional self- 
government of nurses by nurses,” have largely dominated 
the thinking of nurses and have raised a barricade against 
help which might have come from outside. 

Is it possible that the paradoxical situation which exists 
to-day, when in spite of the steadily mounting numbers of 
student nurses and pupil midwives entering the training 
schools since 1938 a grave shortage of nurses and -mid- 
wives for the hospitals still persists, is due in some measure 
to a too rigid allegiance to the principle of State registra- 
tion? To approach the question from another aspect, 
would anyone claim that the essential art of nursing has 
made any appreciable progress in the last twenty or thirty 
years ? Has there been any real research into nursing skills, 
nursing practices—one is tempted to add nursing supersti- 
tions? Discounting the effects of modern equipment, 
modern methods of heating, etc., can the patient entering 
hospital to-day be sure that the nurses will know better 
how to ensure his comfort and the well-being of his mind 
and body than they would have done twenty years ago ? 
The delicate and elusive art of making the patient comfort- 
able is the very heart and essence of nursing—without it 
there is no value in all the talk of “raising standards.” It 
may be that some of the “wastage” and restlessness so 
evident among young nurses is due to frustration—they 
were groping towards this ideal when they entered hospital 
and they have found their days ruled by a flurry of ward 
routines and by the cramming of indigestible “theory” 
related to the State examination syllabus rather than to the 
work they are doing in the wards. 

The purpose of these notes is to suggest that the mainten- 
ance of State registration in its present form has in fact 
hampered the evolution of nurse-training rather than 
assisted it. To trace the processes at work we must look 
further back than the Nurses’ Registration Act of 1919, 
and further afield than the nursing profession. 


The Evolution of Nurse-training 


When Miss Nightingale founded a training school for 
nurses in 1860 with the fund raised in her honour by a 
grateful nation she sowed the seed for the cultivation of 
nurse-training schools. Other fine training schools sprang 
up and made a great name for themselves, but there was one 
difference—none had the separate endowment and financial 
independence of the hospital which the Nightingale School 
had. From 1860 to 1948 the nation made no grants for the 
training of its nurses. The nurses themselves have largely 
financed their training by the services they have rendered 
to the hospitals. It has long been recognized in the hospital 
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world that the most practical and economical way to staff 
a hospital is to set up a training school and attract a large 
body of student nurses—totally disproportionate, very often, 
to the number of trained staff employed. Even the General 
Nursing Council, which administers the Nurses Acts, is 
financed by the examination and registration fees of nurses, 
so much have nurses been willing to give for “self- 
government.” 

When we look at other professions and the means 
whereby their practitioners are trained we see a different 
scale of values. Other great liberal professions have not 
accepted or imposed one uniform national examination and 
qualification—imagination shrinks from contemplating the 
results if this had happened in teaching, for instance. Uni- 
versities and training colleges have been free, have been 
given the strongest encouragement, to develop their own 
individual and characteristic courses, and it has been taken 
for granted that the State should help to finance them, to the 
tune of many thousands of pounds a year. Moreover, this 
State aid is not given in order that the graduate may serve 
the State in a particular capacity. 

A comparison of the working of the two systems may 
explain some of the differences in the results. 

At the time when the Nurses’ Registration Act was passed 
a number of hospitals were able to award a training certifi- 
cate which was recognized as the mark of a well-trained 
and skilled nurse. Other hospitals, though not so famous 
for their nursing, were able to attract enough “ proba- 
tioners ” for their training courses, which varied a good deal 
in value. For some years the leading training schools still 
regarded their own training certificate as the true test of a 
nurse’s ability, and in some cases the standard was higher 
than that required for the State examinations. As time 
went on, however, policy dictated that nurses should be 
prepared for the State examinations, and few hospitals, if 
any, can spare their nurses time now to adventure widely 
outside the confines of the State syllabus. This has led to 
an artificial levelling down as compared with the heights 
which might have been achieved. At the other end of the 
scale more and more hospitals came to see that their only 
hope of attracting that economical and manageable unit of 
labour, the “ probationer,” lay in opening a training school 
and offering the training course required for the State 
examinations. Then it was found that the hospital would 
have to spend money on class-rooms, teaching equipment, 
and staff, and there was much counting of the cost, because 
the money spent in this way must show a good return to 
the hospital in labour and in the recruitment of more 
and more probationers. It was, in fact, mere outlay on 
“maintenance.” Class-rooms were improvised in base- 
ments, in odd outbuildings ; administrative needs dictated 
that so far as possible the nurses should attend lectures and 
study in their off-duty time, so that the wards were not 
deprived of their services. These hospitals could not set 
a high educational standard for entrance if their staff needs 
were to be met, and so a system of artificial cramming and 
parrot-learning was needed, and this did indeed have 
astonishing results in the unlikely material it forced over 
the hurdle of the State examinations. Little time was left 
for that intelligent consideration and understanding of the 
actual conditions met in the wards which even the “ practical 
nurse ” should have. 

Once a hospital had gained approval as a training school 
it was left in peace. It might economize by employing an 
unqualified sister-tutor and requiring her to undertake also 
the duties of assistant matron or home sister. Many were 


the complaints about insufficient teaching, though it must 
take a good deal of provocation to make a young girl whose 


energies are already fully employed in the wards rebg 
on this score. State-registered nurses were found to haye 
had serious gaps and omissions in their experience, and to 
have spent a totally disproportionate amount of their train. 
ing time in some ward or department where their experience 
was of use—all because of the labour needs of the hospital, 


Drawbacks of the Present System 


In recent years the General Nursing Council has trieg 
to effect reforms by appointing inspectors of training 
schools, by refusing approval to small hospitals not offering 
adequate experience, by attempting to impose a uniform 
educational test for entrance to all hospitals, no matter 
what the level of their teaching, and by making their 
requirements more stringent in various ways. . The real 
authority behind the Council’s requirements, however, js 
not the power to give help to the training school or to with. 
hold it, but simply to withdraw approval of the training 
school, which seriously handicaps the hospital in its efforts 


‘to obtain the necessary staff. 


A large amount of the nursing work of the country has 
always been undertaken by nurses who have no training 
certificate. The services of these people were needed jn 
1919, and the country has continued to rely on them up to 
the present day. It is typical of thd British outlook that, 
while the “one portal” of State registration was imposed 
in 1919, the existence of this large body of nurses who 
would never attain to it, but whose services were needed, 
was politely ignored until 1943, when the Nurses Act pro- 
vided for a second national standard—that of the assistant 
nurse—and for the restricted use of the title “nurse.” It 
is interesting to speculate whether the shortage of the 
“ practical nurse ” would be so acute to-day, and the number 
wishing to be assistant nurses so few, if the existence of and 
the need for the assistant nurse had been frankly admitted 
in 1919. 

The 1943 Act still further hampers the hospital’s efforts 
to find nursing staff by restricting it to the State-registered 
nurses or enrolled assistant nurses (admittedly far too few 
for present needs) or to those taking a recognized training 
course. Thus we have the hopeless situation in which the 
General Nursing Council tells a hospital it can no longer 
be a training school because it has not enough beds in use. 
The hospital must then send away the student nurses it has, 
and, since it is no longer a training school, it cannot hope 
to find the staff it needs ; still less can it open additional 
beds. Here lies the real tangle of staffing and training—not 
simply, as some have supposed, that the training course 
consists of too much ward work and too few lectures. 


An Alternative System 


It has been suggested above that the power behind the 
General Nursing Council’s influence on “ standards ” is not 
the ability to help the hospital to offer a better training 
course but the threat to withdraw approval and thus to 
prevent it from recruiting student nurses. What alternative 
is there? It is taken as quite a natural thing that the 
University Grants Committee should distribute between 
£5,000,000 and £6,000,000 annually on behalf of the 
Treasury in grants to universities and colleges. By their 
grants, given after periodical yisits, the Grants Committee 
can foster what is best in the educational system of each 
institution. Where things are amiss they can apply sanctions 
by refusing grants unless reforms are made, and at the 
same time make those reforms possible by offering the 
necessary financial help. 

What is needed for nursing is, first, a separation of the 
finances of the training school from those of the hospital, 
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and, secondly, a body analogous to the University Grants 
Committee, composed largely but not exclusively of nurses. 
The Grants Committee would be entrusted with an annual 
block grant from the Treasury, and would have the power 
to distribute this money in grants for satisfactory training 


projects and to withhold it from those training schools 


which did not offer an adequate course. It would also 
decide which training schools were worthy of recognition 
and therefore able to confer a qualification on their 
graduates, but this would not imply in every case the rigid 
following of a standard syllabus laid down by an outside 
body. Just as the teaching profession has a wide range of 
courses, from that of the training college for primary school 
teachers to the honours course of a university, so the train- 
ing schools would be able to adjust their teaching to the 
capacity and needs of the student body which each was 
able to enrol. 

The efforts of the nurses to establish a university school 
of nursing indicate a groping in this direction, but the need 
is not merely for one school here and there distinguished 
from others by its academic standard, but for freedom 
for a number of training schools to spend money on their 
teaching course and to develop that course on the lines 
which seem best for the students they admit. Schools of 
this type would preserve the apprenticeship system to which 
British nursing owes so much, but the fact that the training 
school was separately financed should ensure that the 
training course was not sacrificed to meet the varying labour 
requirements of the hospital. 

It may be argued that this leaves too much room for 
diversity of standards and that the public must have some 
means for knowing what the term “ trained nurse” implies. 
It would be too much to expect every hospital in this 
country which wished to train nurses to plan and decide 
its own course of training. These proposals do not rule out 
the possibility of a national syllabus which the rank and 
file of hospitals would adopt, with the help of grants from 
national funds for nursing education and with the stimulus 
of consultation with the Grants Committee. State registra- 
tion would be given on satisfactory completion of this 
course. Its content would be planned to match the ability 
of the type of candidate on whom the less-sought-after 
training schools rely—and must continue to rely. It would 
not presuppose a school certificate standard of education in 
the student nurses. However much that may be regarded 
as desirable, it is outside the sphere of practical politics, 
since the training schools for State registration need an 
annual intake in the neighbourhood of 20,000 student 
nurses. But hospitals which could offer something more 
than the national syllabus would be allowed freedom to 
develop their training courses on characteristic lines and 
their training certificate would confer full professional 
qualification with exemption from the national course. 

No lowering of standards is contemplated in these pro- 
posals, but rather a fostering of what is best in nurse- 
training, with the assistance of educational grants, a greater 
degree of freedom in the presentation of the teaching 
material to the student body, and a willingness to learn from 
the experience of older and more seasoned systems of 
education. Zeal for “standards” and professional status 
as expressed by State registration has led at times to a level- 
ling down of the best and an artificial levelling up of the 
poorest. If there were real encouragement and financial 
support for nurse-training schools to develop on individual 
lines and to achieve training certificates of their own which 
would be accepted as the hall-mark of a competent nurse 
there might be a flowering of the art and science of nursing 
beyond anything yet envisaged, and with it a raising of 


the prestige of nursing which would solve much of the 
present recruitment difficulty. 


The Nurses Bill, 1949 

The Nurses Bill recently introduced represents a great 
step forward, inasmuch as it provides a new channel 
for the finance of nurse-training, quite separate from 
hospital finance or any other expenditure on the 
National Health Service. The channel runs from the 
Treasury through the General Nursing Council and Stand- 
ing Nurse-Training Committees to the training schools. 
The Standing Nurse-Training Committees are bodies which 
may be appointed by the Minister for any region (the Bill 
does not state that they will be appointed for each region). 
Their functions would appear to be partly advisory (both 
to the General Nursing Council and to the training schools) 
and partly executive, and they are to be staffed by the 
Regional Boards, though they are not subcommittees of the 
boards. 

The General Nursing Council then becomes the grant- 
making body (through its Finance Committee) as well 
as the examining and qualifying body. The question 
which calls urgently for consideration is whether such 
an arrangement is likely to secure those elements of 
diversity and elasticity which are so much needed in 
nurse-training. Financial independence for the training 
schools is not enough if they remain tied to rigid uniformity 
in the curriculum and examinations. Under the Bill, half 
the members of the reconstituted General Nursing Council 
are nurses elected by nurses on a regional basis. This 
method is likely to lead to the appointment of prominent 
members of the profession who have achieved distinction, 
possibly as administrators or teachers. It does not seem 
likely to ensure the special and rare qualities needed to 
distinguish the potentialities in new and perhaps revolution- 
ary schemes of training, to assess whether their results might 
be worthy of recognition as at least equivalent to the normal 
standard for State registration, and to decide how far a 
training school may be given a free hand and financial 
independence in carrying out such a scheme. Fundamen- 
tally, there would seem to be no objection to vesting the 
dual powers referred to above in one body if some means 
can be found of appointing on it the persons best fitted to 
discharge these exacting duties and to bring vision and 
sound judgment to the evolution of nurse-training. 

Remembering that the nurse-training centres number 
several hundred, in contrast with the small number of 
centres with which the University Grants Committee deals, 
it would appear essential to delegate most of the routine 
assessment of training schools and their needs to the 
Standing Nurse-Training Committees in the regions, reserv- 
ing the more “experimental” schemes for the detailed 
scrutiny of the General Nursing Council. If that were 
done, the membership of the Regional Committees also 
would become a matter of great importance. It would not 
be enough to secure the representation of the various 
interests in the region. Here again it would be necessary 
to ensure that each individual sharing these responsibilities 
possessed the special qualities needed for the work. Present 
tendencies suggest that salaried appointments rather than 
voluntary membership of a committee might be called for 
to secure a sufficient degree of continuity and concentration 
in the work. 

To sum up: while the general outline of the Bill suggests 
a great step forward, much consideration needs to be given 
to the constitution of the General Nursing Council and the 
Standing Nurse-Training Committees, as outlined in the first 
and second schedules to the Bill, if the objects proposed 
earlier in these notes are to be achieved. 
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“In discussions on medical education and duties of medical 
schools we tend to lose sight of the fact that the best that the 
student can do in them is to begin to learn. If he does not 
study much longer and harder after he graduates than he does 
before he will not become a successful physician.”—Dr. J. S. 
BILLINGs (1851). 


Once again we are indebted to Sir Francis Fraser, director of 
the British Postgraduate Medical Federation, which is a school 
of the University of London, for up-to-date information. Last 
year we mentioned the formation of the Joint Board of the 
Federation and the three Royal Colleges. The Joint Board 
has met several times during the year and has paid particular 
attention to the procedure necessary to make available to post- 
graduate students advice on suitable hospital appointments and 
programmes of study. Each of the three Royal Colleges 
arranges courses of lectures in the clinical aspects of their 
specialties, and the Royal College of Surgeons provides in 
addition courses of lectures and demonstrations in the basic 
sciences for potential surgical and dental specialists, and in 
anaesthetics. Each Royal College provides expert advice and 
guidance on suitable hospital appointments and programmes 
of study for its higher qualifications and for other graduates 
visiting this country for further study, and the services of the 
staff of the Central Office of the Federation (2, Gordon Square, 
London, W.C.1) are available to all postgraduates. 

Among other recent developments in the postgraduate field is 
the formation of the Institute of Obstetrics and Gynaecology, 
which started work in October, 1948, and has lately been 
inspected by the Senate and recommended for recognition as 
a federated institute of the University of London. Other insti- 
tutes which have also been recognized in the same way since 
last year are those of child health, laryngology and otology, and 
ophthalmology. 

The regional advisers in postgraduate education who were 
appointed to the four metropolitan regions of the National 
Health Service at the beginning of the present session have 
been visiting the hospitals in their regions with a view to 
ascertaining the educational facilities for specialist and general 
practitioner training and grading them accordingly. This infor- 
mation is available at the Central Office of the Federation. 
A start has been made in two of the regions with plans for the 
interchange of registrars during their more advanced stages of 
training between the teaching and the other hospitals. 


Refresher Courses for General Practitioners 


A number of refresher courses for general practitioners have 
been arranged at non-teaching hospitals in the regions through- 
out the year. These are open to National Health Service practi- 
tioners who receive grants from the Ministry of Health and 
also to private doctors who wish to attend at their own expense. 

As an alternative to the present one-week or two-weeks inten- 
sive-courses (11-session and 22-session courses), which are not 
proving as attractive as the Ministry would wish, financial 
assistance is now available to N.H.S. practitioners for special 
short courses, consisting of three half-day sessions at the week- 
end or during the week. The same conditions of grant and 
procedure apply in respect of such courses, with the modifica- 
tion that a doctor may take a maximum of seven courses of 
three sessions (or any combination of such courses with the 
11-session courses, provided that it does not exceed 22 sessions) 
in any year. Form G.P.R.C. 2 will be marked by the university 
or medical school “Special Short Course.” The course fee 
will be paid direct by the Ministry. Travelling expenses and 
subsistence allowance may be reclaimed by a doctor who 
qualifies for grant, but it*is not expected that any expenses for 
the payment of a locumtenent will be incurred in these cases. 

When the Ministry was asked by the British Medical Associa- 
tion to elaborate this last point, the Ministry replied that as the 
week-end courses would be held on Saturday afternoons and 
Sundays it seemed reasonable to expect that there would be no 
need for a locumtenent. A doctor might not have a Saturday 
evening surgery, and, even if he had, the times of the session 
might enable him to carry it through, or it might be possible to 
cancel the evening surgery and to arrange with a colleague to 





—, 


treat any patients directed to him, as well as to cover any Visits 
which could not be postponed. The same arrangement mj 
cover absences during three mid-week sessions ; these might be 
spread over a period—for example, one afternoon a week. 

These short courses (week-end or mid-week) have been intro. 
duced on the representation of cértain universities, where it jg 
said that they have attracted large numbers of applicants, who 
at the moment are meeting the entire cost themselves. 


London Postgraduate Institutes. 


Included in the British Postgraduate Medical Federation are 
the Postgraduate Medical School at Hammersmith Hospital, 
with its university departments of general medicine, generaj 
surgery, and pathology, and a number of institutes in the 
principal clinical branches of medicine associated with the 
special hospitals. The institutes are in various stages of develop. 
ment, and the numbers of students that can be admitted to the 
clinical practice of some of the hospitals are limited. Appoint. 
ments of the house officer and registrar types in the hospitals 
and institutes provide the most valuable form of postgraduate 
education, and there are opportunities for research for selected 
graduates. At all the institute¢ courses of instruction are given 
throughout the academic year ; these are suitable for graduates 
in the early stages of their specialist education, and also for 
those who have completed their practical training. Two or 
more years of hospital work in general medicine and general 
surgery after graduation are normally advisable before beginning 
work in the special branches. The work at the institutes is of 
an advanced type, and is comprehensive enough to enable 
graduates with suitable practical experience to prepare for 
higher degrees and diplomas. Emphasis is piaced on clinical 
and laboratory teaching, supplemented by lectures and 
_demonstrations. 

Brief notes are appended concerning each of these teaching 
bodies. 

Postgraduate Medical School of London (associated with Hammer- 
smith Hospital, Ducane Road, W.12).—Teaching in clinical 
departments based on ward work is continuous and is supplemented 
by lectures during three ten-weeks courses starting in January, April, 
and October. Course for university diploma in clinical pathology, 
lasting one year, available for limited number of selected students. 
Department of Radiology of hospital provides courses for D.M.R. 
of university and Conjoint Board. All these courses begin in 
October. Long-term and short-term tuition in anaesthetics provided 
for small number of students. 

Institute of Cardiology (associated with National Heart Hospital, 
Westmorland Street, W.1).—Seven appointments of registrar type 
offered each year to physicians in training as cardiologists who 
already have a sound grounding in general medicine. General 
physicians may enrol for full-time or part-time instruction for one 
term of approximately three months. Three terms annually, beginning 
January, May, and October, Three intensive fortnight courses of 
lectures and demonstrations, beginning February, July, and 
November. 

Institute of Child Health (associated with Hospital for Sick 
Children, Great Ormond Street, W.C.1., Hammersmith Hospital, and 
Queen Elizabeth Hospital for Children, Hackney).—Tuition pro- 


vided throughout year in three terms of three months each, beginning - 


January, May, and September. Series of lectures by specialists and 
experts each term. 

Institute of Dermatology (associated with St. John’s Hospital for 
Diseases of the Skin, 5, Lisle Street, W.C.2).—Clinical teaching in 
out-patient department twice daily. Facilities for study and tuition 
in pathological laboratory. Owing to restricted accommodation, no 
ward instruction as yet. Short course of lectures in summer months, 
more systematic course in winter. Clinical assistantships arranged 
for more advanced students. 

Institute of Diseases of the Chest (associated with Brompton 
Hospital, $.W.3).—Students enrol for three months or more for what 
is at present approximately a half-time course. In special cases 
a whole-time programme can be arranged. Courses consist of clinical 
work in wards and out-patient departments, lectures, and demonstra- 
tions. Three terms annually, beginning January, April, October. 

Institute of Laryngology and Otology (associated with Royal 
National Throat, Nose, and Ear Hospital, Gray’s Inn Road, and 
Golden Square, W.C.1).—A comprehensive full-time course lasting 
20 weeks is held twice a year, beginning in January and July. 
Part-time advanced revision course lasting 10-12 weeks, suitable for 
students preparing for higher qualifications, is held twice yearly, 
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piece 
approximately from February to May and from September to 
November. A number of appointments open to students after com- 
pletion of basic training in specialty, giving good opportunities for 
acquiring and extending clinical experience. 

Institute of Neurology (associated with National Hospital for 
Nervous Diseases, Queen Square, W.C.1).—Teaching mainly by 
attendance on hospital practice; three terms annually. More 
advanced students appointed as clinical clerks ‘in wards or attached 
to special departments and research laboratories. Two whole-time 
courses in clinical neurology held annually in autumn and spring 
terms. During summer term a course in neurosurgery is held. Two 
courses of weekly clinical demonstrations held regularly. 


Institute of Obstetrics and Gynaecology (associated with Queen 
Charlotte’s Maternity Hospital, Chelsea Hospital for Women, and 
Department of Obstetrics and Gynaecology, Postgraduate School).— 
Teaching based on ward work and supplemented by lectures and 
demonstrations during 10-week terms, beginning October, January, 
and April. Short intensive courses of a fortnight’s duration, suit- 
able for students preparing for higher qualifications, are held twice 
a year. Limited number of posts for junior specialists receiving 
advanced training. 

Institute of Ophthalmology (associated with Moorfields, West- 
minster, and Central Eye Hospitals).—In addition to teaching by 
means of hospital practice, a routine lecture and tutorial course, 
lasting four to five months, is held twice a year, beginning March and 
October. This starts with basic subjects and elementary clinical 
instruction and proceeds to cover all branches of ophthalmology. 
Clinical teaching and lectures given at higher level for advanced 
students. 

Institute of Orthopaedics (associated with Royal National Ortho- 
paedic Hospital, Great Portland Street, W.1).—Practice of both 
central hospital and country hospital at Stanmore open to post- 
graduate students. Selected students have opportunities for taking 
active part in work of Institute and hospital and for spending in the 
Institute up to two years of their training. Comprehensive six- 
months basic course held each year, beginning in October. Twice 
a year, in April and September, a one-week course in advanced 
clinical orthopaedics is held. 

Institute of Psychiatry (associated with Maudsley Hospital, Den- 
mark Hill, S.E.5, and Bethlem Royal Hospital).—Training normally 
covers two to three years after experience elsewhere in general 
medicine, and is based on responsible hospital duties under super- 
vision. Regular series of lectures and demonstrations given through- 
out each of the university terms; clinical training continues 
throughout the year and includes seminars and case discussions. 
Students who, because of previous experience, do not wish to take 
the comprehensive two-year course are able to attend limited series 
of lectures and clinical instruction. Facilities for original investiga- 
tion under supervision in clinical departments and in the psycho- 
logical, neuro-anatomical, electrophysiological, and biochemical 
departments. 

Institute of Urology (associated with the combined school of 
St. Peter’s and St. Paul’s Hospitals, Henrietta Street, W.C.2).—Three 
courses of 14 weeks’ duration held annually, beginning January, 
April, and September. An intensive two-weeks course suitable for 
students taking higher examinations is held in September and March. 
Limited numbers of clinical assistants are appointed in January and 
July each year. Two courses in venereology, each lasting four 
months, held annually, beginning April and September. 

Institute of Dental Surgery (associated with the Eastman Dental 
Clinic, Gray’s Inn Road, W.C.1).—-Object of Institute is to train 
dental practitioners in the special branches of preventive and thera- 
peutic dentistry, both for children and for adults, by means of clinical 
experience, lectures, demonstrations, and research. Opportunities 
for limited number of students available in orthodontics, conservative 
dentistry, periodontia, and: preventive dentistry, the courses varying. 
from four to 12 months. 


Prospective students should make their own arrangements 
well in advance. Those sponsored by their universities, govern- 
ments, or other official bodies receive first consideration in the 
allotment of vacancies. Established specialists from overseas, 
here for a relatively short time, who wish to see something of 
practice in this country are always welcome ; they are regarded 
as visiting colleagues, and the experts in their specialties are 
always ready to receive them and let them accompany them 
in their work and teaching. In addition refresher courses for 
general practitioners are arranged at non-teaching hospitals in 
London and the home counties. Inquiries should be made of the 
Federation at the address given above. An information bureau 


of postgraduate activities in London and other university centres 
is maintained. 


The Fellowship of Postgraduate Medicine (1, Wimpole Street, 
W.1) provides general information on postgraduate work and 
arranges courses of instruction as follows: (1) Week-end courses 
at various hospitals in such subjects as infectious diseases, 
geriatrics, rheumatic diseases, and clinical surgery. (2) Courses 
specially suitable for, though not restricted to, candidates for 
the D.A., D.C.H., D.Obst.R.C.0.G., M.R.C.P., and F.R.C.S. 
(Primary and Final). These include general medicine, neuro- 
logy, general surgery, proctology, obstetrics, children’s diseases, 
and anaesthetics Some are full-time courses, lasting one to 
two weeks; others are spread over longer periods, arranged 
either in mornings, afternoons, or evenings, and are intended 
particularly for postgraduates who are not free for full-time 


study. 


London. 


Facilities in Other University Centres 


The following is a list, not exhaustive, of courses of post- 
graduate instruction held regularly at universities other than 


All are full-time courses, except those in general 


medicine at Liverpool and Sheffield, in neurology at Birming- 
ham, and in obstetrics and gynaecology at Liverpool, which are 
All the courses include practical work, demonstra- 
tions, and lectures. 
Courses in public health, which are provided by practically 
all the universities, are not included in this table. They will be 
found set out in the article headed “ Special Diplomas.” 


part-time. 








Subject University Duration Starts Remarks 
Anaesthetics | Bristol 12 months | Oct. Suitable for D.A. 
(Conj.) 
Liverpool 12 6 %» i ” 
Oxford 2 weeks | Mch., Sept. a, for D.A. 
onj. 
Bacteriology | Manchester 9 months | Oct. For Dip. Bact. Manch 
Industrial | Edinburgh = @ “* For D.1H. Ed. 
health Glasgow a a For D.1.H. (Conj.) 
M anchester 9 ” ” . ” ” 
Medicine | Edinburgh 12 weeks | Oct., April | Advanced instruction 
(general) | Glasgow - » » ” » 
Liverpool 10 ,, ay aa Advanced revision 
pri 
Sheffield 10 ” ” ” ” ” 
Neurology Birmingham | 2 months os « Revision suitable for 
D.P.M. (Conj.) 
Obstetrics | Liverpool > «» Oct. Advanced revision; 1 
and gynae- Session weekly; first 
cology 15 weeks, obstetrics; 
second 15 weeks, 
gynaecology 
Ophthalmo- | Birmingham | 6 _,, Jan., July | Suitable for D.O. 
logy (Conj.) 
Orthopaedic | Liverpool oe: « Oct. For M.Ch.Orth. Lpool 
surgery 
Paediatrics Bristol 3. &* ” 
Psychiatry ” 2 terms os For Part I, D.P.M. 
(Brist.) 
Edinburgh 5 weeks » For oe Psychiatry 
Leeds 3 terms » For Part I, D.P.M. 
s 
Radiodiag- | Bristol 18 months Pm For D.M.R.D. (Brist.) 
nosis Edinburgh - ~« es For D M.R D. (Ed.) 
Glasgow 18, Oct., April | For D.M.R D (Conj.) 
Liverpool 2 years Oct. For DRad(D.) and 
M.Rad. (Lpool 
Manchester | 18 months | April For D.M.R.D. ( ) 
Sheffield «we Oct. - RS 
Wales 18 ” ” ” ” 
Radiotherapy} Birmingham | 2 years “ For D.M.R.T. (Conj.) 
Bristol — “ a For D.M.R.T. (Brist.) 
Edinburgh > o For D.M.R.T. (Ed.) 
Glasgow a aa Oct., April | For D.M.R.T. (Conj.) 
Liverpool a «@ Oct. For DRad(T.) and 
M.Rad. (Lpool) 
Manchester ae April For D.M.R.T. (Conj.) 
Sheffield a. Oct. By ‘it 
Surgery (gen- | Edinburgh 5 months | Oct., Mar. | Advanced instruction 
eral) Glasgow 8 weeks Oct., April os es 
Liverpool 9 months | Oct. For Ch.M. (Lpool), 
(suitable also for 
-R.C.S.) 
Tropical | Edinburgh 2 terms a For D.T.M. and H. 
medicine (Ed.) 
Liverpool 4 months | Jan., Sept. | For D.T.M. and H. 
(Lpool) 
Tuberculosis | Wales S Jan. For T.D.D. (Wales) 

















At Cambridge postgraduate courses have been arranged as 
follows: October, 1949, to July, 1950: regular daily sessions at 
fixed times, taking the form of ward rounds, out-patient clinics 
and clinico-pathological conferences. In February, 1950, a post- 
graduate course in orthopaedics has been arranged. Information 
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about the Cambridge courses should be sought from the 
Secretary, the Naval Hut, Downing College. 

Westminster Medical School celebrated its centenary in July 
with a postgraduate course for old students given by members 
of the staff of the Westminster group of hospitals. The first 
course for the final F.R.C.S. examination to be held at 
Westminster and the designated hospitals will take place in 
September and October. 

A two-weeks course on child health is being held in Glasgow 
in September, and a three-weeks course on mental deficiency 
in October. In Durham a recent short course in midwifery 
and gynaecology, designed for practitioners, proved very 
popular, and it is hoped to run a second course later in the 
year. 

The Royal Colleges 


A highly important contribution to postgraduate education 
is by means of the series of lectures at the Royal Colleges. 
The Royal College of Physicians of London holds a series 
of lectures for postgraduates on advanced clinical subjects. The 
lecturers are specially distinguished in their respective fields 
and are drawn from the provinces as well as London. 

The Royal College of Surgeons of England has arranged a 
number of lectures and demonstrations to be held at the 
College. In surgery two series, each of 24 lectures, will be 
given during October and April, and at the same time clinical 
conferences will be arranged at selected hospitals. In anaes- 
thesia two series, each of 45 lectures, will be given in October 
and March. In addition, courses extending over a period of 
from one to two years are being arranged. Between October 
and January and between March and May there will be a 
series of 72 lectures and practical demonstrations in anatomy, 
applied physiology, and pathology. Lectures in oral, dental, 
and general surgery will be given in February-March, and 
lectures and practical demonstrations on the application of the 
basic sciences to dental surgery will be held in January- 
February. 

Facilities are now available for advice on postgraduate ortho- 
paedic training through the Postgraduate Orthopaedic Com- 
mittee which, with its headquarters at the College, has been 
established under the aegis of the Royal College. of Surgeons 
of England, the Royal College of Surgeons of Edinburgh, the 
Royal Faculty of Physicians and Surgeons of Glasgow, the 
British Orthopaedic Association, the Institute of Orthopaedics 
of the British Postgraduate Medical Federation, and the 
Department of Orthopaedics of the University of Liverpool. 

The British Medical Association, which last year published 
the report of its special committee under the heading The 
Training of a Doctor, has appointed another committee, again 
under the chairmanship of Sir Henry Cohen, to consider the 
postgraduate education of general practitioners. 








THE ENROLMENT IN MEDICINE 


The total number of names in the current Medical Register 
is 76,292, a drop of 1,600 on the figure of a year ago, but 5,000 
higher than the average of the last twenty years. Common- 
wealth and foreign registrations account for only 10% of the 
total. During last year the task of determining the position 
of practitioners eligible to apply for normal registration under 
the Medical Practitioners and Pharmacists Act, 1947, was 
completed, with the result that 4,467 names were removed 
from the temporary list. Of these practitioners, who came on 
to the Register from abroad mostly in the period 1941-5, just 
over 3.000 did not apply for re-registration under the Act 
just mentioned within the statutory time limit, and it may be 
assumed that most of them have returned to their practices 
in their own countries. Of the remainder, 1,337 have come 
on to the Foreign List of the Register. 

The number of persons registered in the local registers for 
England, Scotland, and Ireland is 68,323 ; those on the Com- 
monwealth List number 6,081, and those on the Foreign 
List, 1,803. Those temporarily registered number only 85. 


They are persons whose applications under the new Act have 
not been finally determined. As a result of this readjustment 


a 
the number of names added to the Foreign List ix 194g is the 
highest recorded addition in any one year, as is also the Dumber 
added to the Commonwealth List (416). 

The following table gives the position in respect of the 
Medical Register during the last ten years : 


Year Added by Restored Removed Total 
Registration number 
x lo Pa 1.027 .. 63,360 
. —_—— ol eae CF 1,102 .. 64,679 
1941 3,296 16 996 .. 66,992 
1942 3,556 7 1,127 69,428 
1943 3,532 13 1,091 71,882 
1944 2,971 11 1,218 73, 
1945 2,666 11 1,190 75,133 
1946 2,237 14 1,092 76,292 
aa nee . 1,160 77,929 
ee ce he ce ke 4,467 76,292 


*Figure adjusted in 1940. 


The following graph shows the numbers of medical practi. 
tioners on the Register at each five-yearly period since 1876, 
when the information was first compiled, and the numbers of 
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additions. The large increase in the number added in 1948 is 
mainly due to the transference of temporarily registered foreign 
doctors. 

The task of training students to be doctors is shared between 
the teaching hospitals and the universities. In London the 
twelve undergraduate teaching hospitals, each with its group 
of satellite institutions, have been designated as teaching centres. 
In the regional hospital centres of England and Wales the 
existing teaching hospitals, again with their groups of associated 
hospitals, have been similarly designated. The teaching hos- 
pitals remain separate from, though closely linked with, both 
the regional services and the university. They are specially 
picked centres for medical training, drawing their patients, of 
course, from a wider area than the ordinary hospital, but the 
board of governors of each teaching centre comprises nominees 
of the university, of the regional board. and of the doctors 
actually teaching in the hospital, as well as other persops 
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ieee 
appointed by the Minister in consultation with local health 
authorities and other interested bodies. In Scotland hospitals 
are not designated as teaching hospitals, and they all come 
within the jurisdiction of the five Regional Hospital Boards, 
but special provision is made for the inclusion in the boards 
of management of these hospitals of nominees of the university 
on which the region is centred and also of the teaching staff 
of the hospitals. In Northern Ireland there is a duty upon 
the Hospitals Authority—a body corporate appointed by the 
Minister of Health and Local Government—to provide the 

ueen’s University of Belfast with adequate facilities for 
medical teaching. 

The Student Entry 

The number of medical students admitted to the schools 

of Great Britain and Ireland during the academic year 1948-9 


was 2,653. — ; 

The table of student admission for recent years is as follows : 
1941-2 ..  .. 2,361 1945-6 .. .. 2,610 
1942-3 .. .. 2,468 1946-7 ..  .. 2,553 
1943-4 .. .. 2,426 1947-8 ..  .. 2,797 
1944-5 .. -. 2,612 1948-9 ., -- 2,653 


Passes and Rejections 
The number of passes and rejections in the final or quali- 
fying examinations held in 1948 by the various examining 
bodies was as follows : 


Passes Rejections 
Medicine .. te re 2,774 x es 1,521 
Surgery ‘a sis a 2,756 i aa 1,805 
Midwifery .. si ‘i 2,900 1,536 


The proportion of passes in medicine was highest in Sheffield 
(85.19%), in surgery in Aberdeen (87.21%), and in midwifery 
in St. Andrews (89.39%). The lowest proportion of passes in 
medicine and in midwifery (47.35 and 51.61% respectively) was 
in the Scottish Conjoint Board examination, and the lowest in 
surgery (47.29%) in the Society of Apothecaries, London. 

In the examinations in anatomy and physiology the highest 

percentage of passes was in Sheffield (97.26%). The percentage 
of passes in the English Conjoint Board examination in these 
subjects was not much above 60, and in the Scottish Conjoint 
Board it was as low as 40. 
: The following table, which has been compiled from the report 
of the University Grants Committee (H.M.S.O., 1949), shows 
the numbers of professors and other teachers in the London 
medical schools. 








Readers, : 
pro. | pAssistant Lecturers 
ial TO- rofessors, | Lec- 
Institution fessors | and Inde- | turers| 5, La Others 
pendent strators 
Lecturers 
Charing Cross Hospital Medical 
School on a a 4 2 1 8 — 
Guy’s Hospital Medical School 8 5 8 19 — 
King’s College Hospital Medical 
hool ae a ne 2 1 5 4 _ 
London Hospital Medical School 7 7 12 8 -- 
Middlesex Hospital Medical 
School ak a a 10 a 3 12 16 
Royal Dental Hospital School 1 — — a 4 
Royal Free Hospital School of 
Medicine =a ie al 3 7 5 18 — 
St. Bartholomew’s Hospital 
Medical School ia ha 8 3 2 36 — 
St. George’s Hospital Medical 
School as eS a _ — 4 4 — 
St. Mary’s Hospital Medical 
School ... Pe a 6 6 17 6 a 
St. Thomas’s Hospital Medical 
hool <s ae a 7 4 7 9 3 
University College Hospital 
Medical School fais Be i 2 2 18 — 
Westminster Medical School .. 2 — 8 7 1 
British Postgraduate Medical 
Federation .. sisi a 9 5 47 13 12 
London School of Hygiene and 
Tropical Medicine ae 11 5 13 4 1 




















Forthcoming Academic Year 


The applications of students for 1949-50 are reported by 
many of the schools to be again well above the number which 
can be regarded as optimum, but owing to accommodation 
difficulties or for other reasons a strict limit has to be placed 
upon the number accepted. The London Hospital Medical 








College is receiving about 2,000 applications every year, and 
from these it has to select 80. At Middlesex, where again 
the intake is 80, there is no diminution in the number of 
applicants, and selection is a difficulty. -At St. Bartholomew’s 
the number of applicants is as high as, or higher than, ever, 
but the entry next October has been reduced to approximately 
100. The Dean of Westminster Hospital Medical School 
writes that the number of students has mounted steadily to the 
present total of 140, and the problem of selection from the 
enormous number of applications is becoming increasingly 
difficult. At St. Mary’s Hospital Medical School, 70 students— 
56 men and 14 women—were accepted for entry last session, 
and the number is expected to be about the same for 1949-50. 
The total number of full-time students in the school is about 
440. The annual intake at King’s College Hospital Medical 
School is 50, and students are admitted for clinical training 
twice a year, in April and October. At Guy’s there are 80 
vacancies to the preclinical studies, of which roughly: two- 
thirds are for the first year, the remaining third entering the 
second year, having already passed the first M.B. In addition, 
25 places are reserved for Oxford and Cambridge men for the 
clinical period of studies; these men take a _ three-months 
preliminary course before entering the wards. 

In the provincial schools it is much the same story. At 
Leeds the intake into the first M.B. course cannot be increased 
beyond 75 without further building, and the selection of this 
number of students from the many hundreds of applicants is 
a difficult matter, but selection is still done by interview and 
consideration of scholastic performance. At Oxford the number 
of new students is restricted by decree; the number for the 
coming year has been fixed, as it was last year, at 55 men 
and 10 women.  Ex-Service men and women are admitted 
over and above these numbers only if they were born before 
1929. The various colleges put forward the names of the 
students they wish to be admitted to the medical school, and 
preliminary acceptance by a college is essential for any pros- 
pective student. The last annual entry at Cambridge was 
210 new students, of whom 19 were women. At Bristol the 
annual entry is about 54, and the total number in Faculty 325. 
At Manchester and at Liverpool the annual entry is round 
about 100, representing the maximum capacity. About one- 
fourth of the students at Manchester are women. At Sheffield 
the figure is 60. In the Welsh National School of Medicine 
the number of places for entrants is now 65, comparing with 
44 a few years ago, but this number falls short of the demand 
from the schools and from ex-Service men, and cannot be 
increased without extensive building, of which there is no early 
prospect. In the University of Durham the number of appli- 
cants is greater than ever before, and selection of the most 
suitable candidates to fill the 95 vacancies has accordingly been 
strict ; women are accepted in the proportion of one to four. 

In view of the hospital facilities available at St. Andrews 
the annual intake is limited to between 70 and 80 to ensure 
that each undergraduate receives adequate clinical instruction. 
At Glasgow it is expected that about 230 new students will 
ultimately be admitted. Queen’s University, Belfast, admits 
108 to the Faculty of Medicine, but this includes 20 dental 
students. Most of the places are allotted to students normally 
resident in Northern Ireland and children of former graduates. 
The number available for candidates from Great Britain and 
overseas is not likely to be more than ten, and for the coming 
session over 800 applications have been received. 


Effect of National Health Service 

A question which was asked of the deans concerned the 
effect of the National Health Service on the*schools. In 
most cases the answer was that there was no perceptible effect. 
The Dean of the Medical College of St. Bartholomew’s says 
that any effect of the N.H.S. on the College is not a direct one, 
but certain matters are requiring adjustment, not always in 
the College’s favour, such as the ruling that whole-time patho- 
logists must be paid wholly by the College instead of as 
hitherto by the College and the hospital. Similarly, the ruling 
that all registrars must be paid by the hospital instead of 
jointly by the hospital and College as hitherto has some serious 
implications, and the ruling is at the moment being contested. 
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Charing Cross says that the Service appears so far to have 
had little effect directly on the school, except to constitute it 
under section 15 of the Act as an independent legal entity, but 
even this has made little difference, as previously the school 
was organized on a basis similar to that now adopted. Middle- 
sex says that the Service has had no appreciable effects. Cer- 
tainly there has been no diminution of applications to join 
the school, and it enjoys all the same facilities in the hospital 
as before. St. Andrews says that, while the Service has had 
little influence upon undergraduate teaching, it has called for 
a complete reorganization of postgraduate instruction with a 
view to the training of specialists. The Dean of the Faculty of 
Medicine of Aberdeen writes: “So far as I can see, the only 
effect the National Health Service has had on the school is to 
continue the plethora of trainees imposed on us in the immedi- 
ate post-war years. This should help in the teaching and 
guidance of students.” 

It should be made clear that medical schools are not trans- 
ferred to the Minister or to the board of governors of the 
associated teaching hospital, but in the provinces they are 
owned and administered by the governing body of the university 
of which they form part, and in London by their own governing 
bodies. Any medical school of London University which was 
not a body corporate was required to become incorporated 
within six months of the passing of the Act. 


Improvements in the Curriculum 

Several schools report interesting changes in the curriculum. 
As mentioned last year, the Faculty of Medicine at Birmingham 
set up a committee to review the curriculum. During the past 
year this committee has confined its deliberations to the clinical 
course, aad it has been decided to abolish the third and fourth 
M.B., Ch.B. examinations in their present form. The subjects 
formerly included in these two examinations have been trans- 
ferred to the final examination, which is now divided into three 
parts—namely, (1) pathology, bacteriology, pharmacology, 
forensic medicine and toxicology, and social medicine, which 
will be taken in June of the fifth year ; (2) surgery and obstetrics 
and gynaecology; and (3) medicine, paediatrics, and child 
health. The second and third parts of the examination, which 
also include applied pharmacology, pathology, and bacterio- 
logy, will be taken in June of the sixth year. Ophthalmology 
and psychological medicine have been deleted as separate sub- 
jects in the examination. These revised regulations apply to 
all students passing Part II of the second M.B., Ch.B. examina- 
tion in and after March, 1949. The Dean states that a frequent 
criticism of the medical curriculum is that it is constantly 
being extended and the student’s life is thereby made corre- 
spondingly difficult ; therefore it is interesting that the lecture- 
ships in operative surgery, vaccination, and applied anatomy 
have been abolished. The experiment of teaching anatomy and 
physiology as an integrated subject continues to attract attention 
and congratulation. 

At Leeds the revision of the curriculum with the object of 
giving the student a more integrated course is under active 
consideration. Entry requirements to the first M.B. course 
are being considered, with special reference to the new general 
certificate of education which in 1951 will replace the School 
and Higher Certificates. New regulations have been introduced 
for the Ch.M., for which a thesis must now be presented. 
At Bristol the main changes in the curriculum which have 
been introduced are, first, that a full introductory clinical 
course is now firmly established; and, secondly, that next 
year most of the systematic teaching in pathology will be 
given in the third and fourth years, so that the main instruction 
in this subject will be completed during the first clinical 
appointments. At Sheffield a new curriculum, to which refer- 
ence was made in last year’s account of the school, has been 
almost completely introduced, the last batch of students work- 
ing under the old regulations having now entered their final 
year. In Durham the present arrangement of holding the 
second M.B., B.S. examinations in anatomy and physiology as 
separate parts is to be discontinued. In 1951 there will be 
a return to the system whereby the examinations in anatomy 
and physiology are taken together after five terms’ work. A 
rearrangement of the final examination will also take place in 


as 

1950-1. Surgery is to be taken in Part II of the final eXxami- 

nation in June of the final year, in company with medicine and 

paediatrics. Midwifery and gynaecology remain in Part I of 
the examination taken in the previous December. 

At St. Andrews the six-year curriculum recommended by 

the General Medical Council was introduced last October, and 


the necessary rearrangement of work in the later years of. 


study will be made as required. The whole curriculum may be 
taken at Dundee, or the first two years and two terms at St 
Andrews and the remainder at Dundee. Good opportunities 
for clinical work are afforded by the Dundee Royal Infirmary and 
Maryfield Hospital, the instruction given thereat being recognized 
for purposes of graduation by all the Scottish universities, the 
universities of Cambridge and London, the National University 
of Ireland, and the Royal Colleges. It is the intention of the 
University to institute at an early date chairs in social medicine 
and in child health, so that in this respect the recommendations 
of the Goodenough Committee will also be fulfilled. At 
Manchester a Committee of the Faculty has spent a very long 
time considering the report of the B.M.A. Committee published 
last year under the titlke The Training of a Doctor, and 
several minor adjustments have been made. New regulations 
are also being introduced at Manchester for the final MB., 
Ch.B. examination and the award of honours. At the University 
of Glasgow the recent recommendations of the General Medical 
Council will be implemented in the coming session, and all 
students commencing study in October or thereafter will follow 
a six-year curriculum, of which the first year will be devoted 
entirely to the pre-medical subjects. 

The Welsh National School of Medicine has made some 
minor adjustments in the curriculum. The Senate has given 
much consideration to the Goodenough and B.M.A. reports and 
to the recent recommendations of the General Medical Council. 
The regulations for the degrees M.B., B.Ch.(Wales) are in the 
process of complete revision, with the object, among other 
things, of curtailing slightly the length of preclinical studies, 
lengthening the clinical part, and ensuring that the final examin- 
ations will all be taken near the end of the course. At the 
Queen’s University of Belfast, under the new curriculum now 
in force, the second professional examination in anatomy, 
physiology, and biochemistry is taken after five terms of study, 
following upon which successful students pass on to two terms 
of study in pharmacology and bacteriology, ending with the 
third professional examination in these subjects. 

King’s College Hospital Medical School is in process of 
revising the curriculum, which will in future include the teach- 
ing of psychological medicine and certain special subjects such 
as orthopaedics and urology during the first twelve months of 


the clinical course. Three months will be devoted entirely to . 


the study of paediatrics, including fourteen days in residence 
at the Belgrave Hospital for Children. A revision course will 
be held twice a year preceding the M.B., B.S. examinations. 
St. Bartholomew’s reports no basic changes in the curriculum, 
but states that some developments have taken place putting 
rather more stress on the teaching of social medicine and 
allied subjects. 

At St. Thomas’s, which maintains its entry level of 80 clinical 
students a year, the elementary clinical period from October, 
including work in the casualty department, will be six months, 
after which the student will commence proper ward work as an 
in-patient medical clerk. 

The Dean of the London Hospital Medical College (Dr. 
A. E. Clark-Kennedy) writes : 

**I do not think there have been any great changes in the curricu- 
lum. We have, however, started a system by which all students are 
required to undertake duties in the wards for a-period of 10-14 days 
during their clinical training—that is, at the end of their first clinical 
year. Students work eight hours in the wards every day, which they 
arrange with the ward sisters to suit their mutual convenience so as 
not to interfere with the lectures on the one hand and so that they 
go into the wards when there is most for them to do. They are 
expected to carry out any nursing duties which are to their educational 
advantage—that is, to carry out any nursing duties which they might 
find themselves required to supervise when later they are practising 
their profession. I would emphasize that they are not there to supple- 
ment labour in the wards. They are not expected to be asked to 
carry out work which has no educational advantage for them.” 
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At St. Mary’s Hospital Medical School a revised course of 
clinical lectures over a period of two years has been introduced, 
and it is expected that this will greatly assist the clinical 
students to cover the syllabus systematically. A chair in 
biochemistry has been instituted during the past session, and 
in October readerships are being established in anatomy, physio- 
logy, pharmacology, and bacteriology. Middlesex Hospital 
reports improvements in the clinical period, with a rearrange- 
ment of instruction in anaesthesia ; and Charing Cross reports 
slight adjustments in the introductory clinical course. 


The Older Universities 

At Oxford the various colleges put forward the names of 
the students they wish to be admitted to the medical school, 
and preliminary acceptance by a college is essential for any 
prospective medical student. There are 22 men’s societies in 
Oxford, each attached to a college and under the presidency 
of its head, and there are four women’s societies attached to 
the three women’s colleges and Lady Margaret Hall, and one 
non-collegiate society. Preliminary inquiries should be addressed 
to the head of a society, not to the Dean of the Medical 
School. ; 

All students entering the school are now required to take 
the second public examination as before the war. The course 
normally taken to satisfy this regulation is the final honour 
school of animal physiology, which takes up one year after 
passing the anatomy and physiology examination for the B.M. 
degree. Students then do their clinical work either at the 
Radcliffe Infirmary in Oxford or at one of the teaching hos- 
pitals. Students who have completed their preclinical studies 
elsewhere are also admitted to the clinical school, though they 
take the qualifying examinations of their own universities. 

At Osler House, in the Infirmary grounds, there is a club 
and hostel for clinical students, providing social and reading 
facilities and sleeping accommodation for those on duty in 
the hospital. This social, administrative, and teaching centre 
is being completed by the provision of additional lecture rooms 
and class-rooms and of further sporting facilities for students 
in the medical school. 

In the University of Cambridge the most important plans 
concern the further development of the department of human 
oecology, in which a chair is to be established from October 
next. There is also a good prospect of an early start on the 
erection of a permanent building for the department, which it 
is hoped will be situated on Fenner’s Ground and combined 
with a gymnasium suitable for remedial exercises. Here in 
an atmosphere of healthy athletic activity the University 
Health Service will have full scope. This service has been 
in operation during the past year and has carried out some 
3,700 x-ray examinations and 1,700 clinical examinations on 
volunteers from among undergraduates and the university staff. 
The mass radiography apparatus and team have been borrowed 
from the East Anglian Regional Hospital Board. A _ high 
proportion of first-year students, men and women, have also 
submitted to a clinical examination. The results have been 

such as to suggest that at least x-ray examinations should be 
made compulsory. The new department of human oecology is 
also interested in the development within the teaching hospital 
of a home care and nursing service with which will be linked 
the study of the problems of the aged and infirm. The Reader 
in Human Oecology has been engaged in epidemiological studies 
and, in co-operation with the county medical officers of health, 
has been able to make a preliminary analysis of the distribution 
of infectious diseases in the schools. 

The university department of radiotherapeutics has pur- 
stied research work designed to improve the treatment of cancer 
and allied diseases by the combined use of radiotherapy and 
chemotherapeutic agents. The department expects to have 
a 30 meV synchroton installed in the near future. The depart- 
ment of experimental medicine has carried out studies on 
various aspects of undernutrition, notably oedema, renal func- 
tion, and skin conditions. The staff of Addenbrooke’s, which 


has been strengthened by the election of a thoracic surgeon 
and a paediatrician, now regularly give courses on various 
special subjects for postgraduates, including general practi- 


tioners. 


The long vacation course in elementary clinical 


methods for undergraduates has been completely reorganized 
to cover adequately the intermediate period between preclinical 
and clinical work in accordance with the recommendations of 
the General Medical Council. Undergraduates also have the 
opportunity of attending an introductory course in psychology 
during the long vacation term of their residence. 

During the past year the regulations for the Cambridge 
degrees in medicine and surgery have been revised: The most 
important change consists of a rearrangement of the final M.B. 
examination. Part I of this examination will in future include 
pathology, pharmacology, and therapeutics, instead of surgery 
and midwifery and gynaecology. Part II will include medicine, 
surgery, and midwifery and gynaecology, instead of medicine, 
pathology, and pharmacology and therapeutics. Under the 
new arrangements a candidate who fails in only one or two 
of the subjects in Part II will not necessarily have to sit the 
whole of that part again. The revised regulations apply to all 
candidates who matriculated after Oct. 1, 1948, but the new 
arrangements will begin on Oct. 1, 1951. At first most candi- 
dates who have matriculated before Oct. 1, 1948, will have the 
option of the old or new regulations. 


Developments in London Undergraduate Schools 

In discussing long-term and short-term developments at their 
schools many of the deans refer to the value of the arrangement 
whereby the main teaching hospital is the centre of a group 
of hospitals, most of them of a special type. University 
College Hospital, for example, has associated with it the 
Obstetric Hospital and the Royal Ear Hospital, Huntley Street, 
the Hospital for Tropical Diseases, and St. Pancras (formerly 
L.C.C.) Hospital. Guy’s has the York Clinic and Nuffield 
House in its own curtilage, the Evelina Hospital for Sick 
Children, and country recovery and convalescent homes. St. 
Thomas’s includes the Royal Waterloo Hospital for Children 
and Women, the General Lying-in Hospital, the Grosvenor 
Hospital for Women, and the Roffey Park Rehabilitation 
Centre. 

Associated with the Royal Free Hospital group are the 
Elizabeth Garrett Anderson Hospital, the Hampstead General 
Hospital, and other institutions providing altogether over 
700 beds, which are available for clinical teaching. The Royal 
Free is building a new wing in Hunter Street to provide addi- 
tional laboratories, research rooms, and other conveniences to 
accommodate the increased numbers. At Westminster Hospital 
Medical School the clinical facilities available at the designated 
hospitals make it possible for an increasing amount of instruc- 
tion to be given outside Westminster Hospital itself, and thus 
to deal more easily with the growing number of undergraduates. 
Students on general firms already attend All Saints’ Urological 
Centre; the paediatric work is carried out at Westminster 
Children’s Hospital ; and a new surgery firm will shortly be 
formed to work at the Gordon Hospital. The teaching of 
psychiatry has been reorganized, and students attend for 
instruction at Netherne, Belmont, and Fountain Hospitals. 
There is a resident fevers course at the Western Hospital. A 
fortnight’s resident course for final-year students has also been 
instituted at King Edward VII Sanatorium, Midhurst, where 
the students attend in groups of four. Only in the teaching 
of pathology has the problem of overcrowding arisen, and 
this has been solved by spreading instruction in that subject 
over a longer period of the clinical course. At Middlesex 
Hospital visits are arranged to Harefield Sanatorium, where 
lecture-demonstrations in pulmonary tuberculosis are given. 

Although major building seems to be out of the question, 
many schools are making adaptations. At St. Mary’s during 
the past year new research laboratories have been equipped 
in the biochemistry department and medical unit. A new 
common-room for women students, who make up a quarter of 
the intake, a new kitchen for the students’ restaurant, and a 
photographic department for the combined use of the medical 
school and hospital have been opened. At King’s College 
Hospital Medical School the post-mortem department has been 
re-equipped to provide better accommodation for post-mortem 
demonstrations, the museum is being recatalogued and many 
specimens remounted, and library facilities have been increased. 
At St. Bartholomew’s the future plans are largely concerned 
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with rebuilding, and a start has been made on this with the 
help of the good offices of the University Grants Committee. 
The plans for the new Charing Cross Hospital and Medical 
School to be built at Northwick Park, Harrow, have now been 
submitted to the Ministry of Health and the University. Nego- 
tations are almost complete for a lease of additional accom- 
modation at Charing Cross, which will ease the pressure on 
the present facilities of the school until the move is made to 
Harrow. Middlesex Hospital School began its rebuilding before 
the war, but so far has not been able to resume this arduous 
task, though it is hoping to start again as soon as practicable. 

The West London Hospital Medical School, by arrangement 
with the University of London, has agreed to accept no more 
undergraduate students. The last group of students entered 
the school in October, 1948. The usual undergraduate work 
will continue until these students have qualified, and early 
next year a start will be made with postgraduate teaching in 
association with the Postgraduate Medical School at 
Hammersmith. The plans for the future have not yet matured, 
but the full resources of the school and hospital will be 
devoted to the postgraduate training of specialists in medicine 
and surgery as soon as the school’s undergraduate commit- 
ments have been fulfilled. 


Schools Outside London 


At the Medical School, Birmingham, the anatomical and 
dental hospitals are being reconstructed so that self-explanatory 
demonstrations may be presented to students from time to time. 
By a redistribution of space greatly increased accommodation 
has been made. available for the teaching of surface anatomy. 
The building of the experimental anatomical research labora- 
tory is proceeding slowly, but it is hoped that it will be ready 
for occupation in the near future. 

On the clinical side at Birmingham a satisfactory year has 
been completed, and the Regional Hospital Board has given 
many examples of its desire to co-operate with the yniversity 
by providing members of the university teaching oh with 
opportunities for practice and for teaching in the hospitals 
which are under its authority. A standing joint committee 
consisting of representatives of the university, the board of 
governors of the teaching hospital, and the Regional Hospital 
Board has been formed to ensure this close collaboration. 

A new departure in the department of bacteriology is the 
introduction of an Honours (B.Sc.) School, which will help 
to meet the urgent need in medicine as well as in agriculture 
and industry for persons with knowledge of the principles of 
bacteriology and with practical experience of bacteriological 
technique. Research workers from the department of chemistry 
and paediatrics are working in this department on problems 
connected with tuberculosis. Mention should also be made 
of a further innovation which has taken place at Birmingham 
since the closing months of 1948—namely, an investigation 
into the condition of the chronic sick to determine whether the 
lot of.these patients can be alleviated and to encourage them 
to return to some degree of active life. This inquiry is taking 
place at one of the hospitals under the authority and with the 
enthusiastic support of the Regional Board. 

At Leeds accommodation has proved insufficient in the 
medical school for the needs of new and growing departments, 
but it has been possible to convert houses in the neighbourhood 
to accommodate the departments of preventive medicine and 
public health, forensic medicine, and paediatrics, while the 
departments of medicine and biochemistry have also taken over 
additional premises. This new accommodation will improve 
facilities both for teaching and for research. 

The main advance in the medical school at Bristol next year 
will be the opening of a school of veterinary science under 
the aegis of the Faculty of Medicine. Twenty-five students 
are being admitted in October for the first-year course for the 
degree of B.V.Sc. Buildings to accommodate veterinary 
anatomy and physiology are nearing completion, and a farm 
for clinical work is being stocked and equipped. 

At Sheffield the use for teaching purposes of hospitals other 
than those under the control of the board of governors is being 
steadily developed, and several members of the specialist staff 
of the City General Hospital have been recognized by the 
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university as clinical teachers. A chair in social and indust;; 
medicine has been set up, the student outlook on public health 
has been reorientated, and the research side of this departm 
is being developed. The early history of the school has hae 
been recalled by Sir Arthur Hall’s presentation of a Po 4 
of Lord Addison, the first occupant of the Arthur Jack 
chair of anatomy. 60 

At Cardiff the University of Wales, the Welsh Nationa} 
School of Medicine, and the Regional Board have given much 
time and thought during the past year to the acquisition of 
a site for a new medical teaching centre, but so far without 
success. The reallocation of beds in the two main teachin 
hospitals—Cardiff Royal Infirmary and Llandough Hospital 
is proceeding and should make it easier to use the beds at 
Llandough, which is a former municipal hospital, for teaching. 

Proposals have been made in Wales to establish a whole-time 
chair and department of paediatrics and child health and to 
set up other special university departments. The university 
and the school are in sympathy with such developments ang 
hope to proceed with them in an orderly fashion as money 
becomes available. In this connexion it may be mentioned 
that the co-ordination of the anaesthetic service in Cardiff 
and neighbourhood through a medical school appointment 
has led to a great increase in efficiency and to the develop- 
ment of research and improvement of methods which are 
attracting many postgraduate students and visitors from foreign 
countries. 

At Edinburgh from October, 1948, the course for the M.B., 
Ch.B., previously five years, was extended to six. 

The School of Medicine in the University of St. Andrews lays 
stress on the value of residence. Both at St. Andrews and at 
Dundee there are excellent student residences which accommo- 
date undergraduates from all or any of the faculties. Medica): 
students in their early years are encouraged to reside in these, 
so that there is a width of contact among the undergraduates 
which is of great educational value. In addition there is the 
William Low Residence of Medical Students, situated near the 
principal teaching hospital, which is devoted exclusively to 
undergraduates in their clinical years. 

At Queen’s University, Belfast, clinical teaching is carried 
out at the Royal Victoria Hospital (554 beds), the Mater 
Infirmorum Hospital (200 beds), the Belfast City Hospital (600 
beds), and the other hospitals in Belfast which deal with 
specialties. A new department of child health under the care 
of a full-time professor has been established, and the depart- 
ment of social and preventive medicine (formerly the depart- 
ment of public health) has been reorganized to meet the require- 
ments of the General Medical Council. _ The erection of a 
new clinical block and an extension of the institute of patho- 
logy have been sanctioned and it is hoped to begin construc- 
tion this year. A full-time officer in charge of students’ health 
has been appointed at Belfast, and all first-year students are 
required to be medically examined, the examination to be 
repeated before entering upon clinical studies. 

So much for a review of undergraduate education. One 
fact has not up to now been mentioned, but it is everywhere 
felt—namely, the handicap arising from the calling up of men 
go soon after qualification. By the time they are out of the 
Services again they are often married or for other reasons are 
not prepared to come back as house officers. It is certainly 
unfortunate that at the present time military service is seriously 
handicapping the normal postgraduate education of the medical 
student. 

On a still broader issue perhaps we may quote again the 
Dean of the London Hospital Medical College : 

“TI suppose the major problem is how medicine should be taught 


in the face of the increasing volume of medical knowledge and | 


the increasing complexity of the practice of medicine. It 
seems to me that before long we shall reach bursting point, and 
some radical reconstruction will be necessary. Personally I think 
too much time is given to preclinical subjects, and before long 
clinical training must be brought back into the preclinical period, 
and the men started in the wards sooner, and the teaching of anatomy 
and physiology carried on during their clinical training so as to 
provide some satisfactory overlap. 
“ But perhaps I am a heretic in these things.” 
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QUALIFYING DEGREES AND DIPLOMAS 


il universities, following the results of the final examinations, 
. fer qualifying bachelor degrees in medicine and surgery. 
whe abbreviations for registration are: B.M., B.Ch., U.Oxfd. ; 
.B., B.Chir., U.Camb. ; M.B., B.S., U.Durh. and U.Lond. ; 

MB. Ch.B., V.U.Mane., U.Birm., U.Lpool, U.Leeds, U.Sheff. ; 
UBrist, U-Edin., U.Aberd., U.Glasg., and U.St.And.; M.B., 
BCh., U.Wales, N.U.Irel., Q.U.Belf., and U.Dubl. (also L.Med. 
er L.Ch., U.Dubl.). The licentiateship in medicine, surgery, 
and midwifery of the Society of Apothecaries of London 
(L.M.S.S.A.Lond.) also admits primarily to the Register, as does 
the licentiateship of Apothecaries’ Hall, Dublin (L.A.H.Dubl.). 
The Medical Act, 1886, requires the document presented in evi- 
dence of any of the above qualifications to show that its holder 
has passed a qualifying examination in medicine. 


The Conjoint Board 


The qualifying diplomas in the English Conjoint (L.R.C.P. 
Lond., M.R.C.S.Eng.) were taken by about one-fifth of the total 
of those who qualified last year. Candidates are examined by 
the Examining Board in England of the three Royal Colleges 
(Examination Hall, Queen Square, W.C.1). _ Three examinations 
have to be passed: a pre-medical examination ; a first examina- 
tion in anatomy, physiology, pharmacology, and materia 
medica ; and a final examination in pathology and bacteriology, 
medicine, surgery, midwifery, and gynaecology. Candidates are 
required to complete the medical curriculum extending over not 
less than fifty-seven months of study at recognized medical 
schools and hospitals, and to pass the professional examina- 
tions in accordance with the regulations after passing any two 
parts of the pre-medical examination. The Board does not 
itself conduct the preliminary examination in general education 
but recognizes a number of matriculation examinations and 
school-leaving certificates. 

The examinations of the Board are conducted four times a 
year, and candidates are required to give notice to the secre- 
tary of the Board twenty-one days before the examination. The 
first medical examination is in two parts: (1) anatomy and 
physiology, written, oral, and practical ; and (2) pharmacology 
and materia medica, oral only. In the final examination, medi- 
cine, surgery, and midwifery and gynaecology are written, clini- 
cal, practical, and oral; pathology is written and oral only, 
and may not be taken alone as the last part of the examination. 

Candidates who produce evidence of not less than twenty- 
seven months’ recognized clinical study subsequent to passing 
in anatomy and physiology are admissible to any one part only 
of the examination ; on the completion of thirty months’ study 
they are admissible to one or two further parts, or to three 
parts if presenting themselves for the first time. Candidates 
may not enter for the last part of the examination until they 
have completed thirty-three months’ clinical study. Before 
admission to the final examination candidates must show that 
they are at least 21 years of age and must produce evidence 
of having completed the medical curriculum as set out in the 
regulations. 

The Scottish and the Irish Conjoint 


The Royal College of Physicians of Edinburgh, the Royal 
College of Surgeons of Edinburgh, and the Royal Faculty of 
Physicians and Surgeons of Glasgow have an arrangement by 
which after one series of examinations students may obtain 
diplomas of the three co-operating bodies (L.R.C.P., L.R.C.S.Ed., 
L.R.F.P.&S.Glas.). Each of these corporations grants its single 
diploma after examination, but the single diploma does not con- 
fer the right to qualifying registration ; it is only a qualification 
additional to those already on the Register. The course of pro- 
fessional study embraces a certified period of not less than 
five academic years, in the last three of which clinical subjects 
must be studied. The first examination embraces physics, 
chemistry, and biology ; the second, anatomy and embryology, 
and physiology,- biochemistry, and biophysics ; the third, patho- 
logy, materia medica, and pharmacology. The final examina- 
tion is in two parts: the first, forensic medicine and public 
health: and the second, medicine, surgery, and obstetrics and 
gynaecology. All candidates at the final examination must also 


produce certificates of efficiency in the practice of vaccination 
from a Government teacher in the United Kingdom. Candi- 
dates for the Scottish Conjoint may work at any of the medical 
schools of Great Britain and Ireland. Details may be obtained 
from the Registrar, 18, Nicolson Street, Edinburgh, 8. 

The Conjoint Board of the Royal College of Physicians of 
Ireland and the Royal College of Surgeons in Ireland issues a 
joint licence in medicine, surgery, and midwifery (L.R.C.P.L& 
L.M., L.R.C.S.1L.&L.M.), which is a registrable qualification, and 
accepts candidates from most of the medical schools at home 
and overseas. The regulations are obtainable from the Secre- 
tary of the Conjoint Board, Royal College of Surgeons, 
St. Stephen’s Green, Dublin. 


Other Diplomas 


The Society of Apothecaries of London, which was consti- 
tuted by the Royal Charter of James I in 1617, confers a dip- 
loma (L.M.S.S.A.Lond.) which is registrable under the provi- 
sions of the Medical Act, 1886, and qualifies the holder to 
compete for appointments in the naval, military, and Air Force 
services and for civil and colonial appointments. Examinations 
for the final subjects are held monthly except in September. 
Examinations in anatomy, physiology, and materia medica are 
held in January, April, July, and October. Particulars from 
the Registrar, Apothecaries’ Hall, Black Friars Lane, London, 
E.C.4. 

The L.A.H. of the Apothecaries’ Hall of Ireland (95, Merrion 
Square, Dublin) entitles to registration as a qualified medical 
practitioner under the Medical Act, 1886, and enables the 
holder to compete for public medical appointments, including 
naval and military service, civil and colonial appointments, 
and all Poor Law appointments. It entitles the holder to prac- 
tise pharmacy as well as medicine, surgery, and midwifery, 
which means that he may if he so desires open a medical hall. 

Diplomas in medicine and surgery registrable in the Colonial 
List are granted by the Universities of Sydney, Queensland, 
Adelaide, and Melbourne, Ceylon Medical College, University 
of Ceylon, University of Hong Kong, Royal University of 
Malta, Newfoundland Medical Board, University of New 
Zealand, the Universities of South Africa, Capetown, and the 
Witwatersrand, and the King Edward VII College of Medicine, 
Singapore. Under certain conditions diplomas of universities 
and colleges in some of the provinces of Canada are registrable ; 
also, with some exceptions, and subject to dating, diplomas of 
the Universities of India and Pakistan and the University of 
Rangoon. 

All universities confer the higher qualification of Doctor of 
Medicine and Master of Surgery. Liverpool also confers the 
degree of Master of Orthopaedic Surgery (M.Ch.Orth.U.Lpool). 
The regulations for the award of this degree have been amended. 
Intending candidates must now be holders of an F.R.C.S. or 
F.A.C.S. before beginning the course. The Irish universities 
offer the degree of Master of. Obstetrics (M.A.O.). The Master 
of Surgery of Oxford is a degree admitting primarily to the 
Register ; it is conferred as the result of an examination. To 
obtain the D.M., Oxford, a thesis satisfactory to the Faculty 
Board must be presented. University requirements vary, and 
particulars should be obtained from the one selected. 


M.R.C.P. 


The Royal College of Physicians of London confers its 
Membership (M.R.C.P.Lond.) by examination. The pass for 
membership is a written examination in the form of a paper 
on questions of medical anatomy, pathology, principles of medi- 
cine ; a paper on questions of the practice of medicine, includ- 
ing the principles of public health, and on psychological medi- 
cine ; a clinical examination in the clinical wards of a hospital ; 
and oral examinations. The M.R.C.P. has been the subject of 
recommendations of a committee which considers that 

““ Membership of the College should signify a knowledge of general 
medicine that justifies further training as a consultant and the 
examination should therefore be a test in general medicine on a level 
higher than that required for qualification.” 


Hitherto the M.R.C.P. has been looked upon as a qualifica- 
tion conferring specialist status. Fellowship of the College is 
subject to election by the Fellows. 
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Fellowships of the Royal Colleges 


The Royal College of Surgeons of England grants its Fellow- 
ship (F.R.C.S.Eng.) to those who pass its primary and final 
Fellowship examinations. The primary examination, partly 
written and partly oral, is held in January and July, and the 
final examination, partly written, partly practical, and partly 
oral, and including the examination of patients, is held in May 
and November. 

Membership of the Royal College of Obstetricians and 
Gynaecologists may be applied for by medical graduates who 
have been registered or eligible for registration for at least three 
years. The Fellowship (F.R.C.O.G.) is granted to members who 
are considered to have advanced the science and art of obstetrics 
and gynaecology. 

The Royal College of Physicians of Edinburgh elects as a 
Member any licentiate of a British or Irish College of Physi- 
cians or any graduate in medicine of a university approved by 
the Council, following upon an examination in the principles 
and practice of medicine and also in a department of medicine 
selected and offered by the candidate and approved by the 
Council ; in this a high standard of efficiency is expected. Exami- 
nations are held four times a year. Save in exceptional cases, 
no one is elected a Fellow of the College until he has been at 
least three years a Member. Motions for the election of Fellows 
are made at quarterly meetings of Fellows, and a three-fourths 
majority on ballot is necessary. 

The Fellowship examination of the Royal College of Surgeons 
of Edinburgh consists of two parts: the first, a written paper 
and an oral examination in anatomy and physiology and in 
pathology and bacteriology ; the second, a written paper, a clini- 
cal or practical examination, and an oral examination in the 
principles and practice of surgery, and in an optional subject 
chosen by the candidate from the following: surgical pathology 
and operative surgery; laryngology, otology, and rhinology ; 
obstetrics and gynaecology ; and ophthalmology. 

The Royal Faculty of Physicians and Surgeons of Glasgow 
grants, after examination, a Fellowship gua physician and a 
Fellowship gua surgeon registrable by the General Medical 
Council as an additional qualification (F.R.F.P.S.G.). Admis- 
sion is by examination and subsequent election. Candidates 
for the Fellowship in medicine must have been in possession 
of a recognized medical qualification for not less than three 
years and must have been engaged during one of these 
years in full-time clinical work in a recognized hospital and 
have spent two other postgraduate years in approved medi- 
cal work. The examination comprises a clinical examination 
in medicine, written and oral examinations in the principles 
of medicine and medical pathology, and written and oral 
examinations in the practice of medicine and therapeutics. 
Candidates for admission to the Fellowship in surgery are 
required to possess a recognized medical qualification and to 
pass a primary and a final examination. The primary examina- 
tion consists of written and oral examinations in anatomy, 
physiology, pathology, and bacteriology. For admission to 
the final examination candidates must have been in possession 
of a recognized medical qualification for not less than three 
years and produce evidence that they have been engaged, after 
qualifying, for one year in full-time clinical work in a hospital 
approved by the Council and a further two years in the study 
of surgery. The final examination comprises a clinical exami- 
nation in surgery, written and oral examinations in surgical 
anatomy and surgical pathology, and written and oral exami- 
nations in surgery. Alternatively, candidates may submit them- 
selves for examination in one of the following subjects: obstet- 
rics and gynaecology, ophthalmology, and otorhinolaryngology. 
The address of the Royal Faculty is 242, St. Vincent Street, 
Glasgow, C.2. 

The Royal College of Physicians of Ireland (6, Kildare Street, 
Dublin) grants to registered medical practitioners, as the result 
of examination, its Membership (M.R.C.P.I.), its Licence in 
Medicine (L.M.), and its Licence in Midwifery (L.Mid.). Dates 
and particulars of the examinations can be obtained from the 
Registrar. The College grants the Fellowship (F.R.C.P.I.). Only 
Members of the College are eligible for election as Fellows. 


Two examinations—primary and final—are also required 
the Fellowship of the Royal College of Surgeons in 
(St. Stephen’s Green, Dublin). The first is in anatomy, physio. 
logy, and pathology, and the second in surgery. A One-year 
course for the primary starts in October each year and lasts 
three terms. 

The Mastery of Midwifery of the Society of Apothecaries of 
London (M.M.S.A.) is designed to give evidence of Practical 
experience in antenatal care, midwifery, and infant welfare, ang 
their relation to hygiene and preventive medicine. The diploma 
indicates qualification to undertake the responsible contro} of 
maternity and child welfare. Examinations are held twice yearly 
in May and November. 








MILITARY SERVICE 


Civilian doctors and released medical officers who have held a 
non-permanent commission in the Royal Army Medical 

during the emergency will be considered for appointment tg 
short-service commissions in the R.A.M.C. for a period of eight 
years. The first four years will be on the Active List and the 
remainder in the Regular Army Reserve of Officers. Civilian 
doctors will have direct appointment in the rank of lieu 

and released medical officers, on certain conditions, in the rank 
of captain. Candidates must at the time of application te 
(a) normally not over 30 years of age, (b) British subjects or 
citizens of the Irish Republic, and sons of British subjects 
or citizens of the Irish Republic, and (c) registered under the 
Medical Acts in force in Great Britain and Northern Ireland, 
During their service on the Active List they will be considered 
for appointment to a regular commission, and if they do not 
want, or are not selected for, such commission they will receive 
at the end of their four years’ short service on the Active List g 
gratuity of £600. Conditions of service and forms of application 
can be obtained from the Assistant Director-General, Army 
Medical Services (A.M.D. 1), 38, Hyde Park Gate, S.W.7. 


On the nomination of the Central Medical War Committee 
(B.M.A. House, London) doctors are appointed to national 
service commissions in the rank of lieutenant. During their 
service they can apply for a short-service commission and subse- 
quently be considered for a permanent commission under the 
conditions stated above. 


Training of Army Medical Officers 


Officers commissioned in the R.A.M.C. receive a postgraduate 
service training at the Royal Army Medical College, Millbank, 
S.W.1. Here a senior officers’ course is held twice yearly, 
The first of the three parts is devoted to the study of tropical 
medicine and entomology, military surgery, pathology, military 
hygiene, and psychiatry, and is spread over about three months. 
Practical instruction and demonstrations are given concurrently 
with this part of the course. In addition there is a series of 
Isctures on venereology, dermatology, the medical aspects of 
chemical warfare, and six visits to a recognized hospital. The 
second part includes clinical instruction in medicine and surgery 
at London teaching hospitals ; this part also takes about three 
months. Examinations are held at the conclusion of each 
of these parts, and thereafter officers are selected for training 
in the specialist subject for which they are best qualified or 
show aptitude. The officers selected by the College Council 
for specialist training begin the third part in their particular 
subject after the completion of the six months devoted to the 
first and second parts. The training is carried out at various 
civil hospitals in London, Edinburgh, Glasgow, Belfast, Dublin; 
and other cities. The period of training is up to a maximum 
of twelve months, depending upon the previous experience in 
the specialty of the officer concerned. The examination consists 
of a paper of questions and practical or oral tests. 

Instruction in tropical medicine includes a course of lectures 
and clinical demonstrations. In addition, instruction in ento- 
mology is given. The principles and practice of modern 
military surgery are taught at the College. Lectures in the 


various courses deal with the surgical lessons which have been 
learned as a result of war experience, and cover both general 
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———— 
and regional surgery. The surgery of tropical diseases has 
its place in the syllabus, and stress is laid on the influence of 

ical diseases on the management of surgical conditions in 
the soldier both at home and abroad. 

In the teaching of pathology the syllabus of lectures for 
the senior classes is designed to cover the subjects taught in 
the classes of tropical medicine, surgery, and hygiene. 

jalists in pathology receive all their training, except in 
the performing of necropsies, at the College. The vaccine and 
serum departments, now separately accommodated at the emer- 

ency vaccine laboratory at East Everleigh, Wiltshire, are a 
part of the pathological department of the College and are 
responsible for the preparation of T.A.B. and cholera vaccines 
for the Army and of standard reagents for agglutination tests. 

The hygiene department, in addition to the teaching of Army 
health, has facilities for the carrying out of research of import- 
ance to the Army from the hygiene point of view, and much 
work of this kind has been accomplished in the past and will 
be a feature of the activities of the College in the future. 
Well-equipped laboratories exist for instruction in hygiene 
laboratory work of all kinds. There is also a well-organized 
hygiene museum. Officers taking a specialist course in hygiene 
(now Army health) are given the opportunity of taking the 
DP.H. and the D.T.M.&H., and a considerable part of the 
instruction for these diplomas is given at the College. 

The course in psychiatry consists of lectures partly on clinical 
psychiatry and psychopathology and partly on the applications 
of psychological principles to morale, discipline, personnel 
selection, and other purely military matters. There are also 
demonstrations of clinical cases held at Banstead and Sutton 
Emergency Hospitals, and demonstrations of selection tests by 
a personnel selection officer. 








SERVICE OVERSEAS 
The Colonial Medical Service 


An interesting career is offered by the Colonial Medical Service, 
vacancies in which occur in all parts of the Colonial Empire, 
the greatest number in tropical Africa and Malaya. Candidates 
must ordinarily be British subjects holding medical qualifica- 
tions registrable in the United Kingdom, and should have had 
at least 12 months’ postgraduate hospital experience before 
appointment. Those applying for entrance into the permanent 
service must be under 40 or 45 years of age, according to the 
age of compulsory retirement (50 in West Africa and 55 in 
most other territories) in the territory to which they are 
appointed. Contract appointments for short terms are avail- 
able for candidates who are above the age limits or who, while 
being below the age, do not wish to commit themselves to a 
colonial career at the outset. Officers appointed to the 
permanent service are normally required to take a course in 
tropical medicine and hygiene either before proceeding overseas 
or during their first leave. 

In the first instance medical officers are usually appointed for 
general duties, which require all-round ability and a balanced 
outlook upon both preventive and curative medicine. Such 
duties often involve the charge of a district hospital and 
responsibility for the medical administration of a district, 
although many officers are employed on clinical duties in the 
large hospitals. Some posts are purely concerned with public 
health work, and for these the possession of the D.P.H. or 
special experience in preventive medicine is necessary. 

A large number of specialist appointments exist which are 
normally filled from within the service by officers possessing 
the necessary aptitude and qualifications. For these appoint- 
ments a very high standard of professional attainment is 
required. Senior administrative appointments are also almost 
invariably filled by the promotion of serving officers. The 
Colonial Medical Service is unified throughout the Colonies, 
and promotion takes place in the administrative or specialist 
branches whether in the territory in which the officer is serving 
or on transfer to another. The scope for promotion is there- 
fore considerable. The total of the establishments of the 


various Government medical departments amounts to some 800 


European medical officers and an even greater number of officers 
appointed locally. 

Officers possessing qualifications or experience in pathology 
would be considered for appointment to the laboratory estab- 
lishments. Workers in the laboratories carry out pathological 
and biochemical examinations for clinical, forensic, and public 
health purposes. In this branch a great deal of the research 
work which has led to important advances in the knowledge of 
tropical medicine and of local health problems has been carried 
out. 

There are a number of vacancies for women doctors, particu- 
larly for those with special experience in obstetrics, school 
health, child welfare, and nutrition, although their employment 
is not necessarily confined to these subjects. 

Full particulars of terms and conditions of service may be 
obtained from the Director of Recruitment, Colonial Office, 
Sanctuary Buildings, Great Smith Street, London, S.W.1. 


Medical Missions 

To medical men and women with a sense of vocation and a 
desire to express their faith through their professional work, 
medical missionary service offers vast opportunities. In China, 
Christian missions have given the country a medical and a 
nursing profession, and even in these recent days of trouble 
and change the missions continue their witness. In Africa they . 
have pioneered rural health services and contributed largely 
to leprosy research and control. In India and Pakistan they 
have helped to maintain high ethical and professional standards. 

The missionary societies regard 18 months’ postgraduate 
work in resident. appointments as a minimum, and often 
advise work for specialist diplomas or higher degrees. In 
addition special missionary training is recommended. Terms 
of service vary in length from 18 months to six years, accord- 
ing to climatic conditions. Ordinarily it is hoped that life 
service will be volunteered for, but short terms are considered. 
Salary is on a missionary basis, with children’s allowances and 
a pension scheme. 

Applications from students and qualified men and women 
should be made direct to the missionary societies, through local 
branches of the Student Christian Movement or the Intervarsity 
Fellowship, or to the Chairman of the Medical Advisory Board 
of the Conference of British Missionary Societies, Edinburgh 
House, 2, Eaton Gate, London, S.W.1. 








MEDICAL AUXILIARY SERVICES 


In 1936, principally at the instance of the British Medical 
Association, there was formed a Board of Registration of 
Medical Auxiliaries. The purpose of the Board was to estab- 
lish.and maintain a national register of trained persons engaged 
in teehnical work or practice ancillary to the work of the 
medical profession. This register now comprises over 12,000 
names and is composed of radiographers, dispensing opticians, 
chiropodists, speech therapists, orthoptists, dietitians, and 
physiotherapists and biophysical assistants. The Board is a 
registering and disciplinary body, not an examining one. 
Examining bodies in the various branches are approved by 
the Board and appoint representatives to its Council. The 
majority of members of the Council—nine out of 16—are 
members of the medical profession. 

The function of the Board is to co-ordinate the work of these 
various auxiliaries, to ensure that they are qualified, to main- 
tain and improve their standard of training, and to afford liaison 
between them and medical practitioners. All those whose names 
appear on the register hold a qualification in their particular 
sphere recognized and approved by the Board. With the 
exception of the chiropodists, all those on the register, as a 
condition of admission, undertake not to carry out any medical 
auxiliary work except under a medical practitioner’s direction 
and control. The chiropodists, when not acting under medical 
direction, confine their practice to the treatment of malformed . 
nails and superficial excrescences occurring on the feet, and 
bunions. 

The qualifying bodies for the respective branches are 
the Society of Radiographers, the Association of Dispensing 
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Opticians, the Society of Chiropodists, the College of Speech 
Therapists, the British Orthoptic Society (the training and 
qualifications being the responsibility of the Faculty of 
Ophthalmology advised by the Orthoptic Board), and the 
British Dietetic Association. In 1944 the Chartered Society 
of Physiotherapy withdrew from membership of the Board, 
and so ceased to be a qualifying body. The Board is unable, 
therefore, to accept for registration members of the Chartered 
Society qualifying since that date, but the majority of the 
members, as distinct from the Society, registered with the 
Board have not resigned, and their names appear in the register. 
Biophysical assistants—namely, those qualified to dispense ultra- 
violet radiation, light, heat, etc.—underwent an examination 
formerly controlled by the Society of Apothecaries. This 
examination is no longer held, and the number of persons hold- 
ing this qualification only is small. All the qualifying bodies 
have established periods of training. That for the radiographers, 
for example, is two years at a recognized training centre, and 
for speech therapists three years’ full-time course at a recognized 
school. 

The office of the Board is at B.M.A. House, Tavistock Square, 
W.C.1. 








ORGANIZATIONS TO JOIN 


At every gathering of final-year students and the newly quali- 
fied the man on the eve of entering practice, public or private, 
is advised to do two things—namely, to join one of the defence 
organizations and to become a member of the British Medical 
Association. This advice is as good as ever. The National 
Health Service has not made it less necessary for the practi- 
tioner, by joining a defence society, to protect himself against 
the medico-legal hazards to which even the most careful and 
conscientious practitioner is exposed. The defence societies are 
three in number. 


Defence Societies 


The Medical Defence Union (49, Bedford Square, W.C.1) 
has now a membership of over 33,200. It has thrown open its 
doors to dental as well as to medical practitioners, and it has 
made special provision for overseas medical and dental practi- 
tioners practising in the Dominions and in other countries. Its 
work has been increasing by leaps and bounds during the past 
three years. It claims to be the largest defence organization 
in Great Britain or indeed in any country except America. The 
Union furnishes advice and unlimited financial indemnity to any 
member threatened with or involved in litigation raising a ques- 
tion of professional significance or more commonly based upon 
a charge of professional negligence. The accumulated funds are 
now about £150,000, while the subscription income is mounting 
annually. Nevertheless, costs of litigation and of settlements 
out of court are mounting at a more rapid rate. 

The Medical Protection Society, formerly known as the 
“London and Counties” (Victory House, Leicester Square, 
W.C.2), has a membership exceeding 25,000. During the past 
year it has gained nearly 1,800 new members. Membership is 
open to any registered medical or dental practitioner. This 
society was the first to afford indemnity against adverse costs 
and damages, the first also to afford unlimited indemnity. The 
indemnity is secured by financial resources exceeding £145,000 
and a reinsurance at Lloyd’s for an unlimited amount. 

The Medical and Dental Defence Union of Scotland, Ltd. 
(115, St. Vincent Street, Glasgow, C.2), has a membership of 
approximately 6,200. The total assets are over £37,000. The 
policy of the council has always been to give careful considera- 
tion to the interests of its members who have claims made 
against them for negligence. 

The annual subscription of all these societies is £1, with an 
entrance fee of 10s. The Medical Defence Union mentions 
the possibility of an increased subscription, but is prepared to 
accept newly qualified practitioners applying for membership 
within three years of their registration at the subscription of 
£1, this annual rate to obtain for the first three years of 
membership. 


The British Medical Association 


The British Medical Association (Tavistock Square, Wl 
has now a membership of considerably over 60,000. It include 
more than three-quarters of the members of the medica] Pro- 
fession in the United Kingdom. ‘Members are electeg by the 
council of the Branch in the area in which they reside, or if 
not resident in a Branch area (for example, serving with the 
Forces), by the Central Council. The privileges of Members 
include participation in all activities, local and central, in its 
government and the formulation of its policy; the weekj 
receipt of the British Medical Journal and its Supplement Ps 
use of the houses of the Association in London and Edinburgh 
and the help of the central staff in professional matters, The 
Association offers a number of prizes for research and the 
encouragement of important work. Six prizes, each of the value 
of £25, are awarded annually to medical students for essays 
submitted in open competition on a national basis, and £159 
has been allocated for the award of regional essay prizes to 
medical students based on the four regions of the British 
Medical Students’ Association. The Association also has cer- 
tain research scholarships which are awarded for a period of 
twelve months to accord with the academic year. 

A recent development in the Association is the establishment 
of an Empire Medical Advisory Bureau to assist members of 
the profession coming to this country from the Dominions and 
Colonies for postgraduate instruction and other purposes. The 
Bureau, which is located at B.M.A. House, furnishes a personal 
advisory service’ to visiting practitioners, and one of its principal 
objects is to make available the fullest information regarding 
facilities for postgraduate study and, where necessary, to pro- 
vide the required contacts and introductions. 

A still newer piece of work of the Association is the estab- 
lishment of a Medical Practices Advisory Bureau. The work 
of this Bureau is described elsewhere in this issue under the 
heading “ The G.P. and the N.H.S.” 

The ordinary subscription to the B.M.A. for members resi- 
dent in Great Britain and Northern Ireland is being raised from 
Jan. 1, 1950, to four guineas, but there are certain classes of 
members who come in at lower rates, and’ the newly qualified 
practitioner who is elected within two years of registration will 
pay only two guineas per annum for the period of four years 
after registration. Members residing outside Great Britain and 
Northern Ireland pay one and a half guineas, and Service 
members, wherever resident, two and a half guineas. 


Medical Women’s Federation 
The Medical Women’s Federation (Tavistock House North, 
W.C.1) is the only professional organization in this country 
consisting solely of medical women. Its forerunner, the 
Association of Medical Women, was constituted in 1879, but 


the Federation itself was founded in 1916. . It endeavours to . 


bring before the main body of the profession the special 
minority difficulties of medical women and, when necessary, 
to press for the full application of the principle of equality. 
It works in close and friendly relationship with the British 
Medical Association and encourages women to take an active 
part in the Association’s central and divisional activities. 


The Students’ Association 

The British Medical Students’ Association (B.M.A. House, 
Tavistock Square, W.C.1) was founded in 1941 to afford a 
means of communication between medical students of the 
various schools and also between British and foreign medical 
students. It publishes a quarterly journal, organizes clinical con- 
ferences in university centres, and holds an annual meeting in 
London extending over a week-end. It has liaison with the Irish 
M.S.A. Last year it held a noteworthy International Clinical 
Congress in London, Oxford, and Birmingham ; there were 107 
delegates, representing 25 countries. The weakness of all 
students’ associations is that they continuously lose members 
on graduation. The B.M.S.A., with the object of retaining the 
interest of its old members, has created a category of member- 
ship for qualified men and women, so that, having left the ranks 
of students, thev are not necessarily cut off from the student 
body. 
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SPECIAL DIPLOMAS 
Public Health 


The London School of Hygiene and Tropical Medicine, Keppel 
street, W.C.1, offers a course of study for the University of 
London Postgraduate Certificate and Diploma in Public Health 
which begins in October and extends through an academic 
ear of nine months. The preliminary part of the course, 
from October to December, which is-followed by the examin- 
tion for the C.P.H., is intended to meet the needs of registered 
medical practitioners who wish to devote themselves to any 
branch of public health work ; and the full course provides 
more advanced instruction for those practitioners who wish 
to qualify themselves for appointments in which they are 
required by law to hold diplomas or degrees in public health 
or State medicine. 

Students are also offered facilities for making special study 
of one group of subjects during the second part of a diploma 
course. These “elective” subjects have been introduced in 
order to give students an opportunity of acquiring special 
knowledge within the framework of the general course. The 
elective subjects offered are : (1) industrial health, (2) statistics, 
(3) hospital administration, and (4) tropical hygiene. The 
elective course in industrial health is recognized in part as 
qualifying for the examination for the Diploma in Industrial 
Health, and opportunities are given for visits to factories 
and other industrial establishments. Only a limited number 
of students can be accepted for this and the other elective 
courses. 

At the University of Leeds the D.P.H. course covers three 
academic terms, of which the first is devoted to an introductory 
course in social medicine and the mass aspects of disease, on 
which the Certificate in Public Health is granted, followed by 
two terms of more detailed instruction in public health suit- 
able for the practising medical officer. Practical bacteriology 
is taken in the course, so making it particularly suitable for 
those students who will ultimately practise public health in 
countries where the laboratory services are under the super- 
vision of the public health service. The Department at Leeds 
is fortunate in having within a radius of 10 miles an area with 
a population of one and a half millions, both urban and rural, 
in which the practical field work can be particularly well under- 
taken. The Department of Preventive Medicine and Public 
Health has moved to new premises equipped with a demonstra- 
tion room and a students’ common-room for students attending 
public health courses of various kinds. In Durham a marked 
falling off in the number of applicants for the D.P.H. course 
led to its cancellation in 1948-9, but it is intended to provide a 
course, both for the diploma and the certificate, beginning in 
October, 1949. 

At the Queen’s University of Belfast a course for the Certifi- 
cate and Diploma in Public Health is held each academic year 
in the Department of Social and Preventive Medicine. The 
courses, which are full time, are open to graduates of British 
and Commonwealth universities. Not more than 15 students are 
accepted, and priorities are given to graduates of Queen’s 
University. 

Full-time courses, with practical work, demonstrations, and 
lectures, lasting nine months and beginning in October, are 
also given at the Universities of Aberdeen, Birmingham, Bristol, 
Durham, Edinburgh, Glasgow, Liverpool, Manchester, St. 
Andrews, and Wales. Wales offers a three-months full-time 
course for the Certificate in Public Health, preliminary to the 
D.P.H., for which there is a twelve-months part-time course. 

In addition to the universities, the Royal College of Physicians 
of London and the Royal College of Surgeons of England 
confer a Diploma in Public Health (D.P.H. R.C.P.S.Eng.), as 
do the Royal Colleges of Physicians and Surgeons of Edinburgh 
and the Royal Faculty of Physicians and Surgeons of Glasgow 
(D.P.H. R.C.P.S.Ed. and R.F.P.S.Glasg.), and the Royal College 
of Physicians and Surgeons in Ireland (D.P.H. R.C.P.S.1.). The 
University of Durham confers the diplomas of Bachelor and 
Doctor in Hygiene (B.Hy., D.Hy.,Durh.), Birmingham that of 
Bachelor of Science in Public Health (B.Sc.(P.H.)Birm.), 


Glasgow similarly (B.Sc.(P.H.)Glasg.), as well as a doctorate, 
Victoria University of Manchester has a Diploma in Sanitary 
Science, and the University of Dublin a Diploma in State 
Medicine ; all these in addition to the ordinary D.P.H. 

The Royal Institute of Public Health and Hygiene (28, Port- 
land .Place, W.1) arranges courses of lectures and laboratory 
instruction for the D.P.H. Students completing the course are 
entitled to enter for examinations for the diploma of the 
universities and corporations. Examinations for the diploma 
and for the certificate are held twice a year. 

Postgraduate teaching in the University of Liverpool includes 
full-time courses for the diplomas of ‘D.P.H. and D.T.M.&H. 
(in conjunction with the Liverpool School of Tropical Medicine), 
as well as for the Diploma in Radiology referred to below. 


Tropical Medicine and Hygiene 


The Incorporated Liverpool School of Tropical Medicine has 
courses for the D.T.M.&H. Two courses are arranged for this 
diploma, each lasting about five months. The syllabus com- 
prises tropical medicine, dermatology, ophthalmology, and 
surgery, bacteriology, entomology, parasitology, tropical 
hygiene, and sanitary engineering. Fees are 40 guineas for 
the D.T.M.&H. course and 20 guineas for the revision course. 
The examination in the University of Liverpool for this diploma 
is held twice yearly, in January or February and in April or 
May. The Liverpool School, which also gives courses of 
instruction in public health parasitology and entomology for 
students taking the D.P.H., has recently passed its jubilee. 

The London School of Hygiene and Tropical Medicine offers 
a course in tropical medicine and hygiene, intended primarily 
to prepare qualified medical practitioners for the examination 
of the Conjoint Board for the D.T.M.&H. The courses last 
five months and there are two each year, from October to 
February, and from March to July, to prepare for the exami- 
nations in March and July. The syllabus includes systematic 
and practical instruction in the laboratory sciences, proto- 
zoology, helminthology, entomology, and bacteriology in rela- 
tion to tropical conditions ; theoretical and clinical instruction 
in tropical medicine, and systematic instruction in statistics, 
nutrition, sanitation, and public health. Application should be 
made not less than one month before the course is due to 
begin. 

A short course in medical statistics is also offered by the 
London School. It occupies two days a week for three months, 
during April to July,. and also during January to April if 
enough applications are received. The instruction is on the 
principles of medical statistics and statistical methods. 

The Medical Faculty of the University of Edinburgh has 
courses for the D.T.M.&H.Edin., lasting two terms, beginning 
in October. 


Industrial Health 


The Royal Faculty of Physicians and Surgeons of Glasgow 
grants a Diploma in Industrial Health. Candidates for the 
diploma (D.I.H.Glasg.) must complete courses of instruction 
and pass the examinations. Copies of the regulations respect- 
ing the diploma may be obtained from the secretary of the 
Royal Faculty, 242, St. Vincent Street, Glasgow, C.2. 

The Society of Apothecaries of London holds an examination 
for the Diploma in Industrial Health, taking the history of the 
subject, legislation, occupational diseases, the industrial environ- 
ment, the practice of industrial medicine, and clinical medicine 
and surgery as applied to industry. The examination is held in 
July and December. The D.I.H. is granted by the University 
of Edinburgh and by the Conjoint Board. 

The Royal Institute of Public Health and Hygiene arranges 
courses for the D.I.H. 


Bacteriology 


A course of study for the academic postgraduate Diploma 
in Bacteriology of the University of London is given by the 
London School of Hygiene and Tropical Medicine. The course 
extends throughout the academic year, starting in October. 
Lectures and practical instruction cover the fields of general 
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bacteriology, including the study of virus diseases and bacterio- attendance at lectures and seminars, and clinical Work under 


logy applied to hygiene, and instruction is given in bacterio- 
logical chemistry, medical mycology, and elementary statistics. 
The course, which is intended to give advanced instruction in 
bacteriology to students who wish to follow a bacteriological 
career, may be taken by students with a qualification in medi- 
cine or veterinary science. A small number of students with an 
honours degree in science (including chemistry) or a degree in 
pharmacy may receive instruction in bacteriological chemistry 
as applied to industry instead of in bacteriology as applied to 
hygiene. The total number of places available in the course 
is strictly limited. Applications for admission to the course 
beginning in October must be received by the preceding March. 
Manchester University also has a Diploma in Bacteriology. 


Other Diplomas 


A large number of other special diplomas are available, and 
the programmes and prospectuses of the various bodies must be 
consulted. The English and Irish Conjoint and several of the 
universities, among them Bristol and Leeds, have Diplomas in 
Psychological Medicine. The Diploma in Psychiatry of the 
University of Edinburgh (D.Psych.Ed.) requires candidates 
entering for the examination to have spent a period of three 
years in a duly proportioned training in approved hospitals, 
clinics, and other institutions. 

Diplomas in Radiodiagnosis and Radiotherapy are conferred 
by the Conjoint Board and, among other universities, by Edin- 
burgh and Bristol. A Diploma in Radiology (diagnosis and 
therapy) has lately been instituted in the University of Liverpool. 
Holders of this diploma (Dip.Rad.) may be awarded the degree 
of M.Rad. after further study for two years and the presentation 
of an acceptable thesis. 

The University of. Oxford grants a Diploma in Ophthal- 
mology, the University of London a Diploma in Clinical Patho- 
logy. A Diploma in Anaesthetics is granted by the English 
Conjoint (D.A. R.C.P.Lond., R.C.S.Eng.), which also offers 
Diplomas in Laryngology and Otology, in Ophthalmic Medi- 
cine and Surgery, and in Child Health. Diplomas in Ophthalmic 
Medicine and Surgery, in Anaesthetics, and in Child Health are 
also granted by the Irish Conjoint. 


Fellowship in Radiology 


The Faculty of Radiologists (45, Lincoln’s Inn Fields, W.C.2) 
offers a Fellowship (F.F.R.) to medical graduates of five years’ 
standing who have spent at least one year in general clinical 
work at approved hospitals, hold a radiological diploma, and 
have practised radiology exclusively for at least two years after 
obtaining that diploma. Candidates are required to pass an 
examination and submit a thesis. Candidates who hold higher 
medical or surgical qualifications may be exempted from the 
examinations in general medicine, general surgery, or pathology. 








COURSES IN PSYCHIATRY 


The National Association for Mental Health (39, Queen Anne 
Street, W.1) arranges training courses in certain aspects of 
psychiatry, especially child psychiatry. Its courses for school 
medical officers are full. Fellowships are given to enable 
qualified psychiatrists to obtain special training in child 
guidance at a recognized training clinic and are tenable at a 
number of clinics in Great Britain. The usual course of train- 
ing covers 12 months, half-time, and is recognized as a qualifica- 
tion for the medical directorship of a child-guidance clinic. 
The Tavistock Clinic (2, Beaumont Street, W.1) specializes as 
a centre for the out-patient treatment of children and adults 
with psychiatric disabilities. The educational programme 


includes courses for psychologists and social workers as well 
as doctors. It organizes with the National Association for 
Mental Health (see above) the 12-month half-time course for 
psychiatrists specializing in child psychiatry. 

The Institute of Psycho-Analysis (96, Gloucester Place, W.1) 
furnishes a part-time course, lasting about four years, in psycho- 
analytic theory and technique. It includes a personal analysis, 


supervision. The Institute does not set out to teach all as 
of psychiatry, and general psychiatric experience MUSt be 
obtained at other clinics and hospitals. 

The Institute of Psychiatry, associated with the Ma 
Hospital and Bethlem Royal Hospital, is referred to jp 
article on “ Postgraduate Training Facilities ” (p. 530). Trajn; 
normally covers a period of two to three years after adequate 
experience elsewhere in general medicine and is based on 
responsible hospital duties under supervision. The aim js to 
provide a wide training in the many branches of Clinica} 
psychiatry and its basic sciences. 

The fees payable by those who attend the teaching at the 
Institute of Psychiatry without holding hospital appointments 
are: for clinical instruction only, 10 guineas for three months, 
15 guineas for six months, and 20 guineas for 12 months ; for 
clinical instruction and all first- or second-year lecture ang 
demonstration courses, 20 guineas for one term and 50 guineas 
for one year ; and for first- or second-year lecture and demon. 
stration courses only, 12 guineas for one term and 30 guineas 
for one year. The enrolment fee is £1. Fuller information may 
—e from the Dean, Maudsley Hospital, Denmark Hill, 








NEW WORK FOR THE KING’S FUND 


King. Edward’s Hospital Fund for London is not directly 
affected by the National Health Service Act (it is governed by 
an Act of its own, passed more than forty years ago), and ifs 
responsibilities and sphere of influence have been enlarged, not 
diminished, as a result of the transfer of hospitals to the 
Minister of Health. The King’s Fund has been in the past a 
staunch supporter of the voluntary system, and its aid enabled 
this system to survive the financial crisis which followed the 
first world war. 

Now that the voluntary system has been abolished the 
King’s Fund remains as a residuary legatee. There is, as its 
52nd annual report points out, still a large volume of good will 
flowing towards hospitals, and the Fund offers a means where- 
by in the metropolitan area this can be canalized. The Fund 
has large financial resources, its ordinary income reaching over 
a quarter of a million pounds, 90% of which comes from 
investments. What is more important, it has a long and 
intimate experience of hospital problems. It would be pre- 
mature to-define precisely the manner in which this income 
may still be used to assist hospitals, but there are many ways 
in which institutions can be helped, though the State is 
financially responsible for their maintenance. Last year, for 
example, grants amounting to over £21,000 were made to 
some fifty hospitals for the provision of comfortable modern 
mattresses. Other grants were made for the well-being and 
comfort of patients and staff by providing patients’ trays, easy 


chairs, wireless, and so forth; for improving the hospital 


service by gifts of refrigerators, washing machines, and x-ray 
apparatus ; and to encourage the extension of the work done 
by hospitals for the aged and the chronic sick. 

Little attention has been paid to the “ disclaimed ” hospitals, 
but, as the report points out, the progress and development of 
the National Health Service will be profoundly influenced by 
the existence of active institutions experimenting and develop- 
ing under voluntary aegis. Grants to twelve such hospitals 
in the metropolitan area were made last year. Convalescent 
homes also require help, and a sum of £30,000 was distributed 
among them during 1948. In some respects the new Act is a 
greater landmark in the history of convalescent homes than of 
hospitals, because for the first time it gives them recognition 
as an integral part of health care. Convalescent homes were 
formerly regarded as a rather luxurious appendage to the treat- 
ment of illness; they are now seen to be a necessity. Only 
about 40% of convalescent homes have been taken over and 
attached to boards of governors or management committees. 
Many have been left outside the Service, not because of inefii- 
ciency, but because of failure exactly to fulfil a statutory 
definition. Here again comes in the value of an organization 
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which is not frustrated by rigid official frontiers in the allocation 
of its help. _ : 

Other activities of the King’s Fund are finding an increased 
scope. One of them is the Emergency Bed Service, established 
iyst before the war. This has become the agent of the four 
metropolitan regional boards for urgent admissions under the 
National Health Service. It was expected that its work might 
be doubled on the appointed day ; actually it was quadrupled, 
but the organization took the strain and no disaster occurred. 
The Emergency Bed Service received a good deal of attention 
from the Press for political reasons, as being likely to illus- 
trate the failures of the Act. Nevertheless, it has solid achieve- 
ments to its credit, and the regional boards and the Ministry 
have given the fullest help and encouragement. Two other 
activities of the Fund, one in being and the other projected, are 
the setting up of a staff college for ward sisters, recently 
described in these columns (July 2, p. 30), and the coming 
jnauguration of a catering centre at St. Pancras Hospital to 
serve as a model in equipment and layout. In addition, bur- 
saries are Offered to assist the training of hospital administrators 
and almoners. The impression gained from this report is of 
an organization which is meeting new occasions with new 
duties. It is taking a broad view of the needs of hospitals, 
helping in many ways where help is most needed, encouraging 
progressive hospitals, and introducing the human element, in 
which the best-laid State schemes are apt to be deficient. 





THE G.P. IN THE N.H.S. 


The general practitioner who enters the National Health Service 
does so by making a contract with the local executive council. 
He is not an employee of the council, but a contractor with 
it, in the same way as his predecessor, the insurance practi- 
tioner, was in contract with the local insurance committee. 

In England and Wales there are 138 executive councils, one 
for each county and county borough, except in eight cases 
where two areas have been combined under a single council. 
Each executive council consists of 24 members—four (with 
the chairman) appointed by the Minister of Health, eight 
appointed by the local health authority, seven doctors appointed 
by the local medical committee (which is elected by all the 
local doctors and is the successor of the Panel Committee), 
and three dentists and two pharmacists appointed respectively 
by their local committees, 

The doctor newly starting in practice, like the established 
doctor who moves into a new district, can come into the Ser- 
vice anywhere in the country except in some areas declared 
to be over-doctored (see Supplement to the British Medical 
Journal of August 6, p. 70, and August 20, p. 93). An area may 
be closed to additional doctors and a vacant practice remain 
unfilled if it is considered that the area has more doctors than 
it needs. The control in this respect is exercised by a Medical 
Practices Committee, whose nine members, all appointed by 
the Minister, include seven doctors appointed after consulta- 
tion with the British Medical Association, and five of the seven 
must be actively engaged in medical practice. To this Medical 
Practices Committee the executive councils report the number 
of doctors required to meet the needs of their areas and also 
any vacancies occurring in the Service. The committee can 
refuse a doctor’s application to join the Service in a particular 
area only on one ground—namely, “ that the number of medical 
practitioners undertaking to provide general medical services 
in the area or part of the area concerned is already adequate.” 

Formerly, vacancies in practices were commonly filled by 
purchase. The young doctor had to buy his way into general 
practice, starting perhaps as an assistant and presently buying 
either a practice of his own or a share in a partnership. This 
buying and selling of practices has been swept away so far 
as public practices—that is, practices within the National Heaith 
Service—are concerned, and a fund of £66,000,000 has been 
set up to compensate existing practitioners for the loss of the 
right to sell their practices, provided they entered the new 
service on or before July 5, 1948. This date may be extended 
in certain cases if the Amending Bill now before Parliament 
becomes law. 





As vacancies in the Service can no longer be filled by purchase 
the M.P.C. may decide not to fill a vacancy ; when a vacancy 
has to be filled the executive council will normally advertise it. 
A booklet entitled The National Health Service just issued by 
the Ministry states: “If only one doctor applies he will usually 
be given the practice automatically. If several apply, the execu- 
tive council, when reporting their names to the committee, will 
add the opinion of the local medical committee and its own 
recommendations. Local ties and wishes, as well as local needs, 
will be taken into account. For instance, a partnership of 
doctors may want a particular man to join them, or a son may 
wish to carry on his father’s practice. The doctor who fails to 
get what he wanted may ask the Minister to overrule the com- 
mittee or to appoint him in addition to the doctor chosen by 
the committee.” 

The remuneration of general practitioners in the National 
Health Service is in general by capitation fee. The amount of 
the capitation fee has been the subject of long discussions, not 
yet terminated, between the Ministry and the British Medical 
Association. The maximum number of persons on the list 
of a single-handed doctor is fixed for the time being at 4,000. 
With the consent of the executive council after consultation 
with the local medical committee (or on appeal to the 
Minister) a doctor may have a fixed annual payment—a basic 
salary as it is called—of £300, plus capitation fees at a lower 
rate. This arrangement is intended to help doctors starting 
in practice. Normally the annual payment of £300 is subject 
to the condition that the doctor shall have a specified number 
of patients on his list within a given period of his entrance 
into the Service. There is also a fund amounting to £200,000 
a year for extra payments to be made to doctors who practise 
in difficult or unpopular areas. In addition to the capitation 
fee there are certain extra payments such as for maternity 
services, for mileage in rural areas, and for dispensing. Doctors 
undertaking the training of a young assistant may also receive 
extra fees, and the Government scheme includes provision for 
superannuation, death benefits, and widows’ pensions. Various 
public appointments, as well as, of course, private practice, are 
open to the practitioner. 

A word about the disciplinary machinery. The executive 
council has no power to dismiss a doctor, but if after inquiry 
it feels that owing to a doctor’s dereliction his contract ought 
to be cancelled the case is referred to an independent tribunal 
consisting of a lawyer-chairman appointed by the Lord 
Chancellor and a layman and a doctor both appointed by the 
Minister after consultation with the Association of Executive 
Councils in the one case and the doctors’ professional organiza- 
tion in the other. If the decision of this tribunal is in favour 
of the doctor it is final; if it is against the doctor he has a 
right of appeal to the Minister, who, after careful inquiry and 
consultation with an advisory committee of doctors, can over- 
ride the tribunal in the doctor’s favour. 


An Advisory Bureau 


With the changes which the National Health Service has 
brought about in the customary methods of entering upon 
practice, the Council of the British Medical AsSociation felt 
the need of establishing some central machinery through which 
practitioners wishing to establish themselves in practice could 
obtain advice and information concerning suitable openings. 
The Medical Practices Advisory Bureau has been accordingly 
set up as a department of the Association at Tavistock Square. 
Its purpose is to advise all practitioners on individual problems 
connected with entry into, and conduct of, practice, and it 
includes an appointments information service through which 
the introduction of locumtenents, assistants, or partners can 
be effected. The Bureau is under the direction of one of the 
assistant secretaries of the Association (Dr. L. S. Potter), and 
it retains the services of some members of the staff of the 
British Medical Bureau, now in voluntary liquidation. Branch 
offices have been established at 33, Cross Street, Manchester, 
and at the Scottish office of the Association, 7, Drumsheugh 
Gardens, Edinburgh. It is hoped that in course of time other 
regional offices will play their part. The services of the Bureau 
are free of charge to members of the Association ; others are 
expected to pay fees as a contribution to the expenses incurred. 
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A survey by the Medical Practices Committee in which the 
areas of England and Wales were scheduled according to 
doctor-need appeared in the Supplement of August 6 (p. 70) 
and of August 20 (p. 93). 








THE PUBLIC HEALTH SERVICE 


The public health service has been very greatly affected by the 
changes resulting from the National Health Service Act. The 
hospitals of local authorities, like the voluntary hospitals, have 
been transferred to the Regional Hospital Boards, and the 
public health service feels a natural disappointment at the loss 
of municipal beds. Moreover, maternity and child welfare 
services, instead of, as formerly, belonging to the smaller as 
well as the larger welfare authorities, are now included in the 
150 county and county borough authorities which are the local 
health authorities under the Act. Tuberculosis officers, hitherto 
employed by local authorities, are now mainly officers of the 
Regional Boards. The number of chief posts in the public 
health service in relation to the total number in the service 
has always been small, and the Act has made them relatively 
fewer still, though a number of new types of post have been 
created. 

At the moment of writing the long dispute between the British 
Medical Association and the associations of local authorities is 
ended, the associations having agreed, with a certain proviso, 
to participate in the Whitley machinery. It is to be hoped that 
the service will be so established that the best type of medical 
graduate will be attracted to make a career in public health, 
with prospects no less satisfactory than those which confront 
general practitioners and specialists. 

The entrant into public health work usually begins as an 
assistant medical officer, doing maternity and child welfare or 
school work or both. Such medical officers are likely in future 
to specialize more directly either on the obstetric or on the child 
health side and to have opportunities of keeping up clinical 
knowledge by interchange arrangements with hospitals or by 
clinical assistantships, for which the D.P.H. is not essential. 
» The Society of Medical Officers of Health has suggested that 
special experience in maternity or children’s hospitals and the 
acquirement of some diploma such as the D.C.H. might in fact 
be more useful than the D.P.H. itself. But the Certificate in 
Public Health is regarded as the basic qualification for entrance 
into the public health service. 


The L.C.C. Medical Service 

Sir Allen Daley, Medical Officer of Health and School 
Medical Officer to the London County Council, kindly sends 
us the following: Whole-time appointments in the Public 
Health Department of the London County Council, apart from 
those of medical officer of health, deputy medical officer of 
health, and principal medical officer, include five senior medical 
officers, nine divisional medical officers, one principal assistant 
medical officer, six senior assistant medical officers, nine assistant 
divisional medical officers, and 67 assistant medical officers. 
Their duties are, in the higher grades, mainly administrative. 
The officers, speaking generally, have graduated through the 
clinical field and have special knowledge in at least one branch 
of the service. The assistant medical officers are mainly 
engaged in the school health and maternity and child welfare 
services. Suitable qualifications are the D.C.H. and the C.P.H. 
or the D.P.H. It is hoped that arrangements may be made for 
them to have clinical responsibilities at hospitals, and for some 
of them to gain experience of the environmental health services 
in the metropolitan boroughs. 

For the grades assistant medical officer to senior or divisional 
medical officer the present salaries range from £910 to £1,800 
per annum. 

In addition the Council employs nearly 500 part-time medical 
officers in a variety of work—for example, in residential 
nurseries, welfare institutions, staff examinations, and sessional 
work at clinics and school medical inspections. 

By arrangement with the London School of Hygiene and 
Tropical Medicine, the Institute of Child Health, and several 
undergraduate schools, students are given opportunities of gain- 
ing experience in the Council’s various medical services. 


Correspondence 











The M.R.C.P. 


Sir,—Dr. F. M. R. Walshe’s admirable criticism (August 13 
p. 383) of the tests of merit to be applied to men and women 
in the middle of a career is relevant to the testing of young 
persons on its threshold, so I venture to offer some comments 
on the College committee’s report on the examination for 
M.R.C.P. 

At present the career of medical “consultant” in England 
is virtually closed against all young people who have not passed 
this examination. In the year ending September 29, 1948, candj- 
dates, successful and unsuccessful, paid the College £33,873, Ip 
1948 a candidate was under examination for approximately 
seven and a half hours, of which six were devoted to answering 
written questions, 70 minutes to the clinical examination, and 
20 minutes to a pathology viva. In future the clinical examj- 
nation will last 80 minutes. Those who have examined in the 
faculty of science of a university for degrees or diplomas 
valuable to would-be specialists (e.g., the London B.Sc. (Special) 
in statistics is a highly esteemed qualification for embryo 
statisticians) will notice that their examinees have a much longer 
run for their money. I use the sporting phrase because the 
College committee holds that if candidates found insufficient 
in the written examination were not admitted to the clinical 
examination they “ might fairly complain of not having a run 
for their money.” The system of marking was, and is to remain, 
such that if a candidate fails in his “ long case ” he will usually 
fail in the whole examination. The committee justifies this in 
the following passage: 

“The examination is meant to test method at least as much as. 
knowledge; and if it puts a premium on readiness of judgment, that 
is defensible because this quality is useful to consultants. A former 
Censor has declared that, ‘in the routine and method of examining 
a patient and in the recognition and evaluation of obvious physical 
signs, the candidate must be right first time.’ ” 


“ Obvious” is an ambiguous word: a professor of mathe- 
matics once said that “it is obvious that” in an examination 
script frequently meant “I cannot prove that.” No doubt the 
committee would agree that many mental and moral qualities 
other than readiness of judgment are useful to consultants— 
forethought, caution, tact, sympathy. It is even arguable that 
readiness of judgment is of less importance to a young consul- 
tant, who will usually pass years in the service of a well- 
equipped institution where technical aids to diagnosis are 
available to him, than to a general practitioner in a remote 
country district who must depend wholly on himself. Perhaps 
the committee would retort that these other desirable qualities 
cannot be tested at all by examination. That might do less 
than justice to Censors. I should think that a wise physician 
who has the gift of putting a young man at his ease might in 
20 minutes’ talk learn a good deal about him. Not, of course, 
if he simply fired questions at him, but if he drew him out. 

Is it possible—as a man with little clinical experience I am 
genuinely asking for information—that clumsy fingers and dull 
ears are now not the insuperable obstacle to success as a 
physician that they were 60 or 70 years ago ? That now a man 
with a good brain, able to interpret the reports of technologists 
and the graphical records of machines, might be a very good 
physician although his fingers were clumsy, provided he had 
qualities not tested at all by the ritual of the “ long case” ? 

What is, I suggest, probable is that the way to improve the 
examination, to make it do something more than put a pre- 
mium on readiness of judgment, is to lengthen it. There are 
two ways of doing this—drastically to reduce the number of 
candidates and/or to increase the number of examiners. The 
committee decliries to make the examination longer, but it 


does propose to increase the number of examiners and reduce 


the number of candidates. It is not clear from the report how 
many additional examiners are to be appointed, but they are 
not to be “elder statesmen.” The candidates will be reduced 
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—— . 
by allowing no candidate to try his luck more than twice within 


a year. On the data available this would reduce the number 
sitting at each quarterly examination by about one-third. Still, 
even 380 is a good round number when one remembers that 
under the by-laws of the College “ the four Censors bear entire 
responsibility for the results of the examination, and they 
should, therefore, continue to conduct, alone, the Final Viva.” 

A veteran of medical statistics will be forgiven if he expresses 
a little (not much) surprise that the committee did not use 
its very extensive statistical data roughly to verify its hypo- 
thesis that the examination does effectively test something, let 
us say readiness of judgment. Suppose one tabulated by candi- 
datures—Ist, 2nd, etc.—the proportion rejected, then, if the pro- 
portions were equal, the prima facie interpretation would be that 
chance ruled. If the proportion steadily increased, the prima 
facie interpretation would be that the test steadily weeded out 
the unsuitable candidates. I am too old a hand to suppose 
that this comparison would be decisive—many sub-tabulations 
would be required to justify either inference—but such an 
analysis would be rational and, I think, should have been made. 

What the committee’s reforms do is to make an examination 
of the present content controlled by the Censors slightly less 
onerous for the examiners. Like other intelligent people, the 
committee sees that the scope of the examination could not be 
increased without delegation of power. If the examinees were 
distributed through the medical faculties of the British universi- 
ties having schools of clinical medicine, then the scope of the 
examination could be widened without putting intolerable pres- 
sure upon the examiners, but some people would ask why the 
ancient College should have a papal authority over it.—I am, 


etc., 


Loughton, Essex. Major GREENWOOD. 


Distinction Awards 


Sm,—I was pleased to see that Dr. F. M. R. Walshe 
(August 13, p. 383) had written a characteristically forthright 
letter criticizing the crazy notion of distinction awards for 
consultants. As a Fellow of the Royal College of Physicians 
of London I might conceivably have felt it possible that my 
name would be among those being considered for one of the 
grades, but as I have refrained from joining the Service, and 
am therefore not eligible for any of the financial rewards, I 
can take a somewhat detached view. 

From the beginning it was obvious to the meanest intelligence 
that mere volume of work made it quite impossible for the 
Awards Committee to accomplish their task. It now seems 
that they have decided to invite hospital medical committees 
and various other bodies to submit recommendations. They 
may report “confidentially” to the chairman of the Awards 
Committee. I like this word “confidentially.” It sounds so 
much better than “secretly” and has less sinister associations. 

Dr. Walshe points out the extreme difficulty of defining 
“distinction.” Has the Awards Committee arrived at a satis- 
factory definition, and if so will-they pass it on, and perhaps 
suggest a points system to cover the various questions asked 
by Dr. Walshe ?_ If they do, there still seem to be insuperable 
difficulties in the path of each subcommittee. How much do 
we really know about the professional abilities even of our 
colleagues on the staff of the same hospital? We never see 
more than a minute fraction of their work. How often does a 
surgeon watch another surgeon operating, or one physician see 
another taking a history and examining a patient?) Add to 
this the inescapable fact that personal friendships and jealousies 
are apt to cloud judgment, and it will surely be admitted that 
with the best will in the world and the strictest possible integrity 
no just grading can be accomplished. 

Another difficulty I foresee is the position of the members of 
the various committees, including the Awards Committee. Will 
they begin by choosing themselves and each other or will a 
becoming modesty compel them to ignore their own claims ? 
And what evidence is to be obtained about teachers? The 
best judges of them are unquestionably the students. Will the 
Awards Committee collect a random sample of students and 
ask them for a “ confidential” report on their teachers ? 


When the holders of distinction awards die or retire, as 
Nature decrees that they must, the prospect is even more terri- 
fying. Presumably there will have to be a series of by-elections 
to decide which of the hundreds of anxious candidates are to 
be elected to fill the vacancies. Surely the whole project is too 
fantastic to be seriously considered by a learned profession. 
But we must admit that it is a masterly example of the principle 
“Divide and rule,” and it would be interesting to know who 
were the originators.—I am, etc., 


London, W.1. C. C. BEATTY. 


Sir,—In his authoritative letter (August 13, p. 383) Dr. 
F. M. R. Walshe asks what constitutes “distinction” in 
medicine, and offers diverse answers to the question. He 
concludes that “there is no practical answer to these pertinent 
questions.” His letter is matched by the bewilderment of all 
with whom I have discussed this problem. The Awards Com- 
mittee may have an acceptable scheme of assessment in mind, 
but consultants may be forgiven for having grave doubts. May 
I put forward a scheme which has found favour with colleagues 
who have considered it ? 

First we must be clear what is to be done—and with what 
resources. In my letter in the Supplement of August 20 
(p. 96) I suggested that 14% of the total basic salary paid to 
all consultants year by year represents the resources of the 
Awards Fund. This fund should be distributed so that provi- 
sion is made: (1) for those holding awards to take extra 
sessions ; (2) for promotion from grade to grade, and into a 
grade for those who receive no award initially ; and (3) for the 
grading of junior consultants in the future. Assuming that 
the finance is on a satisfactory permanent basis the funds are 
to be distributed in certain proportions to those nominated 
by the Awards Committee appointed by the Minister of Health. 
I believe this could be done fairly and without any secret 
recommendations by local caucuses. About a million pounds 
a year is involved, and both the public and the profession may 
fairly claim to know how and on what grounds this public 
money is spent. 

The idea of distinction may be divided simply into three 
sections: (1) Qualifications—professional and scientific. (2) Con- 
sultant service—appointments, seniority, offices of distinction 
in medical academic societies, and service as an examiner. 
(3) Publications—original and compilatory work. The following 
scheme is based upon this primary division. The marks 





, Detail Marking 
Total (highest mark in each subsection 





Marking counts—not additive) 
Section 1. Qualifications: 
Medical qualifications .. 18 F.R.C.P.,M.R.C.P.,F.R.C.S.,etc. 18 
Other M.D., M.S., etc. .. co = 
Diploma sts ne ‘= 
Pass examination with distinction 3 
Science degrees .. fe 7 Ph.D., M.Sc., or higher ae 
M.A., B.A., B.Sc. - na 3 
(not normally part of pass degree 
in medicine) y 
25 














Section 2. Consultant Service : : 
Appointments oa 20 Postgraduate teaching hospital 20 
Undergraduate teaching hos- - 
pi ee ee ee ee 
Hospital requiring M.R.C.P./ 
FRCS. _ rs i> 
Hospital requiring lesser quali- 
fications bi ce ae | 
Seniority .. ds aa 15 1 per annum—15 years .. 15 
Offices of distinction in 6 National President . 6 
medical academic societies Secretary, etc. 2 
Local President . . * 3 
Secretary, etc. 1 
Examiner .. be #6 4 Examiner Senior Posts 4 
Junior Posts 2 
45 
Section 3. Publications: 
Original work ae 20 
Compilatory work 10 
: 30 
Grand total 100 
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indicated are the rough average of a number of colleagues’ 
assessments and are included as an indication of how the plan 
operates. 

It is suggested that such a scheme, modified and amplified 
by the Awards Committee, should be circulated to every con- 
sultant, who would mark it first by sections, then by sub- 
sections, and lastly by details of subsections. The markings 
should be averaged and used as the basis of marking each 
consultant’s application for award. In this way the Awards 
Committee decide what factors contribute to the idea of distinc- 
tion and the profession decide, democratically, what marking is 
to be attached to these factors. 

The final schedule should be completed by every consultant 
and certified by appropriate authorities. Within three months 
it should be possible to complete a register of consultants with 
their distinction marking, and this should be corrected each year 
so that promotions may be made and new awards given. More- 
over, the marking would be strictly comparable from year to 
year. Finally all consultants should be listed in order of 
marking. The money to be distributed should be divided into 
three sections calculated on the Spens percentages, and the 
awards made down the list, each recipient taking out a certain 
sum according to his grade and number of sessions. 

The magnitude of the sum to be distributed must inspire 
everyone with a sense of the responsibility which has been 
placed upon the Awards Committee. This responsibility is so 
great that I do not doubt that they would wish to share it as 


widely as possible. Why not let every consultant take his share’ 


of the onus? Only in this way will he willingly accept—as 
two-thirds must do—an adverse decision.—I am, etc., 


London, W.1. FREDERICK RIDLEY. 


Goethe, an Appreciation 


Sir,—May I say just a very few words as to how much I have 
been interested in your leading article on Goethe (August 27, 
p. 476) and in Sir Charles Sherrington’s “ Appreciation ” (p. 449). 
Among English medical men the circle of really excited readers 
must necessarily be somewhat restricted. That is the reason for 
my writing—to let you know that here at any rate is one very 
interested person. 

I am delighted to see that you emphasize the culminating 
importance of Faust, Part II. Several critics I have read have 
rather brushed it aside as too much inferior to Part I. But it 
is not inferior at all; it is something different. Part I is a 
beautiful land ; Part II is a whole continent. As such it cannot 
but have its rather tedious tracts—e.g., I find the last part of 
Act III pretty tough going, though I do not presume to criticize 
because it is tough to me. And Part II is “ full of quotations ” : 


Gehorche willig der Gewalt ; 
Und bist du kiihn und haltest Stich, 
So wage Haus und Hof und Dich. 


I keep this in mind when driving a car. 


Der Teufel, der ist alt; 
So werdet alt, ihn zu verstehen. 


This is applicable to a thousand things: the devil being the 
moths that eat one’s clothes (Chor der Insekten), or the gins 
that eat one’s liver. 

“There is nothing more terrible than ignorance in action.” 
I thought you might be interested to look at La Divina 
Commedia: Inf., xxxi, 49-57, where Dante (rather clumsily, 
I fear) says the same thing. 

Dante and Goethe are among the supermen of history. Will 
evolution so work that theirs will one day be the average 
standard of man—‘“Ebenbild der Gottheit”?  Eritis sicut 
Deus; scientes bonum et malum (Faust, Part I, Schiiler scene). 
—I am, etc., 


London, W.1. H. Corsl. 


Sir,—Sir Charles Sherrington’s “ Appreciation” of Goethe 
(August 27, p. 449) and your leading article (p. 476) are 
admirable and give as good and complete a picture of this 
“ Last of the Great Europeans ” as is possible within the limited 


space available. But I would like to add one fact Which ; 
itself is of no great importance but should, I feel, Not 
omitted if Goethe is remembered in a medical journal, 

it represents the one and only contribution which Goethe 
made directly to medicine. It was he who discovered 
sutura incisiva, separating the bony palate from the ; 
maxillary bone (Rauber-Kopsch, Lehrbuch der Anatoniy 
1919, Leipzig). The existence of this suture has a 
bearing on the embryological development of the Skeleton 
the face, and its discovery by Goethe is another indication ¢ 
the universality of this genius.—I am, etc., 


W. J. Priore, 
What is Social Medicine ? 


Sm,—In reply to the very interesting letter from Dr. Thoma 
Gibson (August 13, p. 388) I should like to state that I hay 
every admiration for the excellent work which has beer 
achieved in the realm of preventive medicine and public heal 
in the past, and I agree with Dr. Gibson that public health 
and preventive medicine cover a similar field to that of soc 
medicine as far as they go, but the important difference is thy 
social medicine changes the emphasis from the purely physica) 
environment to that of the social environment, and it- exteng 
the sphere of influence to include the epidemiology of qj 
diseases. It includes also within its scope the study of th 
social factors in the aetiology and diagnosis of a clinical cy 
of disease and the social therapeutics necessary to ameliony 
any adverse social factors in that particular case. Its sphep 
of influence extends, therefore, not only into the environmey 
but into the hospital, and it can provide an important lig 
between the practice of public health and the practice of 
clinical medicine. 

The old public health had its main emphasis on the physic 
environment. It is true that in recent years its emphasis ha 
been modified by the introduction of certain personal health 
services, but it did not include within its scope the epidemi- 
ology of such conditions as peptic ulcer, coronary thrombosis, 
juvenile delinquency, and infertility. Nor was it concerned 
with social aetiology and therapeutics in clinical medicine. 

Another important difference lies in the origin and outlook 
of these two subjects. Social medicine had its origins within 
the university and the teaching hospital. On the research side 
it is not content to make local ad hoc investigations on cond 
tions prejudicial to health but is concerned with research on 
a much wider and more fundamental basis—i.e., the inter. 
relationship between the human organism and its environment, 
a subject which has been called human oecology. 

Public health, on the other hand, had its origins and roots 
in local government, and the scope of its activities has been 
limited by the statute-book> It is true that in isolated instances 
workers in the realm of public health have branched out and 
conducted their own surveys, but generally speaking they have 
been limited in their activities. The reports of Newsholme 
and Newman and medical officers of health in general were 
limited to a study of those vital statistics which were available 
to them. This is of course no criticism of these excellent 
reports. 

There is evidence that the newer public health which is 
developing as a result of the National Health Service Act is 
much more akin to the concept of social medicine in that it 
extends the function of the medical officer of health to cover 
all individuals, and it includes care and aftercare in its pro 
vince. It also gives wider scope for research. In the past the 
pioneers of public health have laid the foundations of social 
medicine, and I have every confidence that in the future the 
newer public health will make its contribution to the study 
of medicine as a whole. 

In conclusion, I should like to summarize my views of the 
relationship between social medicine and public health as 
follows. Social medicine is a philosophy which should per- 
meate all branches of medicine, and as a university discipline 
its teaching and research should be on a wide and fundamental 
basis. Its research activities should be governed by the 
search for knowledge for its own sake and not necessarily for 
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ny local practical reasons. Public health on the other hand 
a he practical application of the principles of social medicine 
a the benefit of the community. We can have local public 


health investigations and we can teach local public health 


practice.—I am, ete., 


sheffield. W. Hopson. 


sir, hope Dr. Gibson will forgive me if I suggest that 
the difference between the public health services and the new 
departments of social medicine is that the former are primarily 
concerned with the administration and practice of preventive 
medicine, while the latter are supporting them behind the 
scenes. 

Medical officers of health and other practitioners of preven- 
tive medicine have done and are doing valuable research work, 
but until the modern institutes of social medicine were founded 
it was impossible for any doctor to devote the whole of his 
time to preventive medicine research unless he was pre- 

to become a biochemist or bacteriologist. To-day it 
is possible for him to obtain a university appointment and 
spend the whole of his time studying the social, economic, 
and genetic factors which have a bearing on the health of 
the community. 

The relatively late appearance of these institutes, whose 
primary purpose is to study the oecology of human diseases, is 
due partly to the fact that the profession has been slow to 
recognize that it is just as important to study the setting in 
which diseases occur as it is to study the individuals who have 
been struck down by disease. A more important reason, how- 
ever, is that they depend for their very existence first upon 
other branches of the profession having evolved a rational 
classification of diseases and having experimented with some 
of the techniques of field surveys; secondly, upon the State 
having collected records of population, occupation, births, 
deaths, etc. ; and, thirdly, upon the existence of a highly evolved 
branch of mathematics which enables one to extract from a 
mass of data reliable and coherent information. 

The present stage in the evolution of preventive medicine is 
comparable to the stage reached some time ago by curative 
medicine when it became so specialized that it divided into 
the clinicians on the one hand and the laboratory workers on 
the other. And just as the modern treatment services require 
the support of whole-time research workers, so also are the 
public health services becoming more and more dependent upon 
a body of experts who are free from the responsibilities of 
practice and administration and have the time and the training 
to study the basic principles of nutrition, immunology, hygiene, 
social welfare, and medical statistics. 

Only a small amount of this work will be done by depart- 
ments of social medicine, but it is surely a step in the right 
direction to have founded these institutes and given them uni- 
versity status. Preventive medicine has already saved more 
lives than have ever been saved in hospital, and if these new 
departments fulfil the purpose for which they were created they 

may eventually contribute as much towards preventive medicine 
as departments of pathology have contributed towards bedside 
medicine.—I am, etc., 


Oxford. A. M. STEWART. 


Significance of Convulsions in Infancy 


Sin —We feel that the article of Drs. P. W. Nathan and 
P. M. Ransford on convulsions in infancy (August 20, p. 421) 
is most misleading and dangerous. It is of course perfectly 
well known that epilepsy may begin in the first years of life. 
Their conclusion, however, that “convulsions within the first 
two years of life are to be taken as a manifestation of epilepsy ” 
is completely unwarranted. They completely ignore the obvious 
fact that convulsions in infancy and childhood are merely a 
symptom and may be due to a wide variety of causes, such as 
birth injury, breath-holding attacks, or rickets. They ignore 
the very common “febrile convulsions ” associated with infec- 
tions such as tonsillitis. 

They state that 24% of 200 epileptics had a history of “ con- 
vulsions”” in infancy. (It will be noted that they consider 


“faints” and a “facial expression of vacant staring” as 
synonymous with “convulsions.”) Now it is said that the 
incidence of epilepsy in this country is 0.25%.’ That would 
mean one case in every 400 of the population, and 100 cases 
in a population of 40,000. As Drs. Nathan and Ransford state 
that 24% of their epileptics had a history of infantile convul- 
sions, one would expect that in a population of 40,000 there 
would be 24 who had epilepsy and who had a previous history 
of convulsions in infancy. But 2% of their normal controls 
had a history of infantile convulsions. In a population, there- 
fore, of 40,000 one would expect that 800 normal subjects 
would have a history of convulsions in infancy. In other words, 
for every child with convulsions in infancy who subsequently 
develops epilepsy there should be 32 who have such convulsions 
but do not prove to be epileptics. 

Do Drs. Nathan and Ransford seriously suggest that 32 non- 
epileptic infants and young children should be subjected to 
prolonged anticonvulsant treatment and suffer from the stigma 
of being called epileptics in order that one epileptic should be 
treated early in life? Even assuming that this treatment is not 
harmful to the child physically or psychologically, what about 
the anxiety which would be occasioned to the parents ? 

In our opinion the writers have. presented no evidence what- 
ever for their statement that “any child having convulsions 
should be treated with anticonvulsant drugs for a prolonged 
period, and possibly for years.” It would be just as logical to 
say: “x% of cases of bronchiectasis in adults were found to 
have had an attack of cough in early childhood, as compared 
with y% (a smaller proportion) of controls. It is recognized 
that the earlier bronchiectasis is treated the better. We there- 
fore advocate that all children who have an attack of cough 
should be given prolonged treatment, possibly for years, for 
bronchiectasis, in case in adult life they may turn out to have 
bronchiectasis.” 

Surely diagnosis should precede treatment. We feel that only 
when all-other causes have been eliminated should a child with 
convulsions be considered an epileptic and treated as such.— 


We are, etc., R. S. ILLINGWORTH. 


Sheffield. S. A. Doxtapis. 
REFERENCE 


1 Nattrass, F. J., British Medical Journal, 1949, 1, 1, 43. 


Sir,—The interesting article by Drs. P. W. Nathan and P. M. 
Ransford (August 20, p. 421) illustrates statistically a prognostic 
fact that must be well known to those who have had the 
opportunity of observing sufferers from infantile convulsions 
over a number of years. 

I believe that convulsions in infancy may be regarded as 
evidence of a lowered “ convulsion threshold ” in the individual 
child. Any child can have a fit provided the stimulus is great 
enough—e.g., an electric shock of sufficient intensity, or a body 
temperature of, say, 108° F. (42.2° C.). In the case of a sufferer 
from infantile convulsions the stimulus that initiates the fit is 
much less, and is often only a mild pyrexial illness. The “ con- 
vulsion threshold” is at its lowest in infancy and normally 
rises as the child gets older, accounting for the decreased 
incidence of convulsions with the increase in age. 

Can it be that this lowered threshold is the factor of epilepsy 
that is hereditary ? Now that the Medical Research Council 
has shown an interest in this subject perhaps its workers will 
find some suitable means of measuring the stimulus required 
to produce minor fits, recordable on the electroencephalogram 
in individual cases, comparing them with controls, and carrying 
their research a stage further. 

Whether this conception of a “convulsion threshol can 
be submitted to scientific study or not, it certainly serves as a 
most useful basis for explaining the significance of infantile 
fits to worried parents. Also, it provides a logical reason for 
the use of anticonvulsant drugs during the years the threshold 
is low, and thus helps to gain parental co-operation without 
causing undue alarm and without stigmatizing the child as an 
epileptic——I am, etc., 

Hove, Sussex. 


” 


Guy DAYNES. 
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Press Reports on Technical Subjects Obituary 
Sir,—The May issue of the Journal of General Microbiology : 
—.. 


(p. 274) contained a highly technical paper of mine on 
“The Incidence of Penicillin-sensitive Variant Colonies in 
Penicillinase-producing Strains of Staphylococcus pyogenes.” 
This recorded the fact that when kept under laboratory condi- 
tions for some length of time many strains of penicillinase- 
producing staphylococci give rise to a proportion of penicillin- 
sensitive variant colonies. While these experiments indicate 
that penicillin-destroying strains of staphylococci are genetically 
unstable in the test-tube, they cannot readily be interpreted in 
terms of penicillin-resistant infection. 

An account of this paper and of my work which appeared 
in a national newspaper on August 9 implied that such an 
interpretation had been made. This is not the case. I should 
perhaps add that the writer of the article had not consulted me 
at any stage. This seems to me to raise an issue of some impor- 
tance for all medical research workers. Is there no way by 
means of which they can be protected from this type of report- 
ing of their work in the popular press ? More important still, is 
there no way by means of which the general public can be 
protected from the false conclusions so presented to them ?— 
I am, etc., 

London, S_E.1. Mary BARBER. 


Treatment of Rodent Ulcer 


Sir,—The tendency in treatment is that when a case is 
referred to a specialist it is treated according to his methods 
of therapy unless there are clear-cut reasons for other branches 
of therapy. To the plastic surgeon a rodent ulcer asks for 
surgical excision, and the more difficult the resulting area is 
to close the more fascinating the problem. To the radio- 
therapeutist x rays are the obvious answer. It is essential 
that any specialist should know what can be done by his 
colleagues in other specialties, and this can only be done by 
close co-operation. 

For the past 18 months I have held a clinic with my radio- 
therapeutic colleague, Dr. F. Ellis, and we decide which form 
of therapy we think is most suitable for each particular case. 
In this early stage one cannot draw conclusions. In any form 
of treatment where two methods of treatment are available (and 
we must agree that in the majority of cases x-ray or surgical 
treatment gives equally good results) there must be at either 
end of the scale cases which are better treated by one or other 
form of therapy and others which may require a combination 
of the therapies. The difficulty is deciding which is best, and 
this can be done only by seeing the results of all forms of 
therapy.—I am, etc., 

London, E.1. CHARLES HEANLEY. 


POINTS FROM LETTERS 


Shunts in Essential Hypertension 

Dr. Rupo_r Lovrec (Maribor, Yugoslavia) writes: I have read 
with interest Professor F. H. Smirk’s paper on essential hypertension 
(May 7, p. 791) and should like to draw attention to the value of 
shunts from arterioles to veins. They cause more oxygen to be 
present in the veins, so that their intima receives the needed oxygen. 
All over the body there are such arteriovenous shunts—in the lungs, 
in the liver, in the kidneys, in the tips of the fingers and toes, and 
in the coccyx (glomerulus coccygeus). Vertebrates, as the dog and 
wolf, have in their tails such a glomerulus of much greater size. I 
think this phenomenon of arteriovenous shunts is of very great 
importance for the nourishment of the veins. When it is disturbed 
a condition of malnourishment of the intima of the veins arises. 
Such abnormal veins set free into the circulation a substance that 
causes the blood pressure to rise, in order that more oxygen may 
be obtained by the veins. 


Syringes 

Dr. H. MartLanp Morr (Currie, Midlothian) writes: I see Dr. 
T. G. Benjamin (July 30, p. 282) says that a stuck piston in a syringe 
results in a broken barrel. I had a stuck metal piston recently, and 
when all efforts had failed to free the piston I put it in my refrigerator 
for a few hours, after which the piston came away quite easily. It 
may not always work out that way, of course, but it is worth trying. 








SIR CRISP ENGLISH, K.C.M.G., F.R.CS. 


Sir Thomas Crisp English, who died on August 25 at the 
age of 71, was elected to the surgical staff of St. George's 
Hospital in 1904 on the untimely and unexpected death of 
Herbert Allingham. 

The son of Dr. T. J. English, whose family was wel 
known in the North Riding of Yorkshire, he was educated 
at Westminster School and St. George’s Hospital, where 
he was a William Brown Scholar. He qualified in 1999. 
When he was surgical registrar in 1902 he won the Jack. 
sonian Prize for his essay on head injuries, and for a time 
he toyed with the idea of 
specializing in this branch of 
surgery. But in 1901 Edward 
VII had been operated on for 
acute appendicitis by Sir 
Frederick Treves in dramatic 
circumstances on the eve of 
his coronation, and the public 
—lay and medical—became 
“ appendix-minded ” _over- 
night as it were.’ English was 
one of the first to perceive 
the implications of this, and 
he set out deliberately to 
become pre-eminent in the 
surgery of this organ. How 
fully he achieved this ambi- 
tion is common knowledge. sineeeth, Aaa 
His success was no fluke; it 
was thoroughly well deserved, for he was an extremely 
dexterous, careful, and conscientious surgeon. There must 
be thousands who can testify to his skill and kindness and 
his unremitting care. He also had the vision to foresee that 
asepsis was inevitably going to supersede antisepsis, and he 
adopted it whole-heartedly. He realized even in those days, 
however, that aseptic technique depended on a chain of 
essential precautions and that perfection could only be 
arrived at if each link in the chain was as strong as another. 
He took the most elaborate care to ensure this in his 
operating theatre, and his results showed how successful he 
was. As his experience grew, he began to discover for him- 
self, what is now common knowledge, that appendicitis is a 
protean malady, that a disordered appendix can give rise 
to a number of symptoms which are not at first sight refer- 
able to the organ itself. But his immense success in private 
practice left him no time then to publish these observations, 
even if the urge to do so had been strong in him. The very 


greatness of his reputation for operations on the appendix - 


had in one sense an unfortunate result. It tended to obscure 
the fact that he was also an extremely good general surgeon. 
To see him remove a breast for carcinoma, to take one 
instance, was an object lesson in how that operation should 
be done. 

In the 1914-18 war English was sent to the Middle East, 
and on his return he was made a C.M.G. in 1917 and 
advanced to K.C.M.G. in the following year for his 
distinguished services there. As consulting surgeon to the 
British Salonika force and the British Forces in Italy he 
was four times mentioned in dispatches, and was made a 
Knight-Commander of the Order of George I of Greece. 
He was also awarded Serbian and other decorations, and 
many other distinctions came his way. A Knight of Grace 
of the Order of St. John of Jerusalem, he was also a member 
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a — 
of the Chapter-General of the Order. Sir Crisp English was 


vice-president of the Section of Surgery when the B.M.A. 
met at Portsmouth in 1923. Later he represented his con- 
stituency at the Annual Representative Meetings in 1933-6, 
and again in 1938. He was a member of the Central 
Council from 1933—7, and at different times he gave valu- 
able service to the Finance Committee, the Hospitals Com- 
mittee, the Arrangements Committee, and the Parliamentary 
Elections Committee. He was also president of the Metro- 

litan Counties Branch of the B.M.A. in 1939-40. Apart 
from his long connexion with St. George’s Hospital he 
served the Hospital of St. John and St. Elizabeth, Queen 
Charlotte’s, and Beckenham Hospital, and he was also 
associated with the Royal National Orthopaedic Hospital 
and the Royal Hospital, Chelsea. 

‘Between the wars his success was, if possible, greater than 
ever. Even so, he always found time to give to the interests 
of St. George’s Hospital, for which he had a passionate 
and lifelong devotion. The suggestion that it should be 
moved from its present site was to him anathema. When- 
ever the idea was mooted, as it has often been during the 
last forty years, he fought it tooth and nail; and if he 
had lived to see Hyde Park Corner unadorned by the 
hospital, as one day soon it will be, he would have regarded 
the landscape with pain and grief and horror. 

When he retired from the active staff of St. George’s I 
wrote this of him—and I am going to repeat it now, because 
Ican think of no better epitaph for him: “ St. George stands 
for England and all that is English ; English stood for St. 
George’s and all that is St. George’s.”—I.B. 


W. T. WARWICK, M.B., F.R.CS. 


Mr. William Turner Warwick, senior surgeon of the 
Middlesex Hospital, died there on August 21, at the age 
of 61. 

He was born in 1888, educated at Doncaster Grammar 
School, and in 1906 entered Emmanuel College, Cambridge, 
where he studied mathematics and gained an honours 
degree. He was always deeply interested in education, and 
he left Cambridge to teach at Bedales School in 1909. 
While teaching there he worked for and won an entrance 
scholarship to the Middlesex Hospital in 1911. He took a 
remarkably short time to qualify M.R.C.S., L.R.C.P. in 
1915, and after resident house appointments he joined the 
R.A.M.C. Three years later he returned in poor health, 
and although no one knew it he suffered considerably at 
times throughout his life. In 1918 he took the degrees of 
M.B., B.Ch., and, having already had time to become 
interested in rectal surgery, he gained the appointment of 
resident surgical officer at St. Mark’s Hospital in 1919. 
There he obtained further practical experience which stood 
him in such good stead in future years. The next year, 
too, gave him valuable experience in general surgery at the 
Leeds General Infirmary as resident surgical officer. Work- 
ing with Lord Moynihan and Mr. Littlewood he always 
regarded as of great importance, and he retained an interest 
in, and affection for, that hospital and his old associates. 

Warwick had by this time become convinced that surgical 
treatment could only be based upon a sound knowledge of 
pathology, and in 1921 he returned to the Middlesex 
Hospital as surgical pathological registrar ; by so doing he 
not only became a pathologist of unusual merit but 
inaugurated a close liaison between the laboratories and the 
surgical wards. In 1921 he married Joan, daughter of 
Theodore Harris, of Limpsfield, Surrey, whom he had first 
met during his teaching days at Bedales. He was appointed 
to the staff of the Middlesex Hospital in 1923 and became 
senior surgeon in 1945. 


This brief. recital can convey only a faint impression of 
the man he was. William Turner Warwick was a 


‘remarkable and complex personality. It was easy to under- 


estimate him on early or superficial acquaintance, but the 
more one knew him the finer did he appear, and however 
well one did know him it did not seem possible to approach 
his depths. Among his outstanding characteristics were his 
kindness and understanding. No appeal for help would 
remain unanswered, and he had a way of identifying him- 


self completely with the problems of others. He was always 


interested in the welfare of students and nurses, and gave 
them much practical assistance, although few realized this. 
He remained a true humanist, and intellectually he was a 
man of many and brilliant ideas. Few ‘of these ideas he 
left in print. He became an authority on several subjects : 
on rectal surgery, on malignant disease in general, and 
particularly with regard to the correlation of the various 
methods of treatment. As one example his influence is 
most obvious in the pathology and treatment of varicose 
veins. In 1931 he published a short book, The Rational 
Treatment of Varicose Veins and Varicocele. Its impor- 
tance was immediately appreciated and has been generously 
acknowledged by recent authors. In 1942 Warwick 
delivered a Hunterian oration on the growth of bone, and 
the views he put forward were original and stimulating 
though somewhat unorthodox. 

On all subjects he carefully studied the work of others 
but never accepted unlikely statements or took facts for 
granted. His knowledge was vast, and there were few 
surgical problems that he had not considered. Warwick 
delighted in discussion, but would never advance his opinion 
without careful thought. His self-imposed standards were 
so high he could seldom believe a task was fully completed, 
and for this reason alone his writings were few in number. 
He was never facile of tongue, or vociferous concerning his 
ideas, and this may be regarded as unfortunate, but if he 
had been these things he would not have been the man so 
loved by all who knew him. As a surgeon he was very 
successful, and although there may have been better 
technicians few have obtained such consistently good 
results. This was often ascribed to “ green fingers,” but it 
was really a green and fertile mind which saw every case as 
a particular problem in itself, to be studied meticulously 
from all angles and to be followed with the greatest 
care in all its stages up to the final discharge. As 
a diagnostician he was superb, and he reached his conclu- 
sions by careful logical reasoning based on his wide and 
well-remembered experience. He demanded a “ problem 
book ” in which should be kept a record of all difficult 
cases with observations on where mistakes were made and 
how they might have been avoided. He preferred post- 
graduate teaching, and he would take immense pains in 
guiding his assistants. To work for him was always a 
privilege, and he was unfailingly tolerant and kind. If his 
ward rounds were not so popular with students as they 
might have been, it was because he did not care to talk 
over the conscious patient ; on the other hand his operating 
sessions were a delight. 

Towards his patients he was kindness itself and always 
found time to consider their feelings and their fears. His 
family, his wife, three sons, and a daughter, was the centre 
of his own life, and he never forgot that his patients also 
had their own homes and their relatives. He would never 
refuse a patient a chance, however remote, and would 
undertake long and fatiguing operations if there was the 
slightest hope.of assisting the sufferer. Those who loved 
him in his completeness will always remember his acute 
sense of the ridiculous and his sudden “ puckish ’” moods. 
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They will never forget those delightful shocks of surprise 
produced by his spontaneous shafts of penetrating and 


kindly wit. There are true rocks in this world, and he was. 


one; so completely loyal and so entirely dependable. 
“ T.W.” was a great and an unusual man, and we are all 
much the poorer for his loss. 


MAURICE NEWFIELD, M.R.CS., L.M.S.S.A 


Dr. Maurice Newfield, who died on August 13 at his home 
in Great Bardfield, Essex, at the age of 55, was well known 
as a medical journalist. He was educated at the City of 
London School, and soon after leaving there he joined the 
Kensington Rifles, being subsequently Commissioned and 
sent to Mesopgtamia with the 3rd Battalion of the 
Bedfordshire Regiment. He was invalided to India, where 
he transferred to the Indian Army. He was then in charge 
of a signalling school until his return to England in 1919. 
As soon as he was demobilized he went abroad again to 
study at the Sorbonne and at Freiburg before becoming a 
student at Charing Cross Hospital, where he qualified in 
- 1922 after a much shorter course than was usual even in 
those days. He held a number of resident posts at Charing 
Cross Hospital, and he was also for a time clinical assistant 
at the Hospital for Sick Children, Great Ormond Street. For 
a while he was in practice in Bloomsbury. Then in 1928 he 
was appointed a sub-editor on this Journal. He had already 
contributed an amusing brief medical section to the Week- 
end Book in 1924. It was while he was on the staff of the 
Journal, however, that he wrote Parenthood: Design or 
Accident, which is still popular and has sold over 200,000 
copies. The pseudonym he used at that time was “ Michael 
Fielding.” This book had a preface by H. G. Wells, whom 
Maurice Newfield knew well. He spent a winter in Portugal 
with Wells, acting as his private physician. Another pseudo- 
nym that he used was “ Richard Harley,” but Womanhood 
and Marriage which he published over that name never had 
the same success as the “ Michael Fielding’ book. 

Unhappily, in 1930 Newfield’s health broke down, but he 
continued to do a great deal of work for the Journal even 
while he was a patient at the Mundesley Sanatorium. After 
this first breakdown he worked as a freelance from his own 
home until 1936, when he joined the staff of Butterworth’s 
and assisted Sir Humphry Rolleston in editing the British 
Encyclopaedia of Medical Practice. In 1938 he went to the 
firm of Hamish Hamilton and set up the medical depart- 
ment there, and this he built up until it was recently taken 
over by another publisher. 

During all his illnesses Maurice Newfield never stopped 
working. Even at Midhurst, where he underwent a three- 
stage thoracoplasty, he continued his many activities. There 
‘was no branch of medicine in which he was not interested 
and informed. In recent years he edited the Eugenics 
Review, and he was also keenly interested in the history of 
medicine. Maurice Newfield was a man of talent and 
personality and despite his poor health did valuable work 
as an author and journalist. His death will be deeply 
regretted by a wide circle of friends within and without the 
profession. He leaves a widow and one son, who is studying 
medicine. 

Lord Horder writes: The death of Maurice Newfield at 
such an early age deprives medicine of one of its ablest 
writers, and many friends and colleagues of an example 
of courage and pertinacity in the face of ill-health which 
can hardly find an equal. This note of bravery is the 
dominant feature in Newfield’s life. For twenty years the 
handicap of pulmonary tuberculosis pursued him, but even 
during the periods of active disease, and whilst in the sana- 
torium, his contributions to medical literature were never 


suspended for more than a few weeks. Newfield’s publisheg 
papers and books make a formidable list, but Perhaps hig 
best work was done as editor of the Eugenics Review. "% 
monthly notes were boldly critical, but evinced very wi 
reading and a grasp of Galtonian principles unequalleq by 
any of his contemporary writers. Newfield was a small 
man physically ; was markedly unobtrusive ; spoke with a 
low, soft voice, and to the general observer was not impres- 
sive. A quiet talk with him, however, discovered a ming 
out of all proportion to his physique, cultured and urbane 
and leaving a lasting memory upon all who knew him. 
Once past this point there emerged a very lovable and very 
loyal friend. 

Mr. Cedric Lane-Roberts writes: Of Maurice Newfield’, 
indomitable courage and personal charm it is only possible 
to speak in eulogistic terms. Others will have told of his 
literary ability and his consummate editing capacity. Here 
nothing slipshod was ever countenanced, and with his 
and complete tact the erring sentence would be altered ang 
moulded to his satisfaction and its final and obvious suita. 
bility and correctness. To see Maurice Newfield in the 
surroundings of his quite perfect family life was indeed a 
privilege. It was a genuine pleasure to hand him a book, 
asking for his opinion, and then to watch him while he 
deliberated before giving his verdict, fondling it all the 
while with the gentle hands of the true bibliophile. I used 
often to see him, his eyes burning with unquenchable 
vitality, sitting up in bed by the open window, by his side 
the telephone through which for months and months he 
had conducted his editing, his favourite books all around, 
ever an early copy of Don Quixote to hand, and nearest to 
him his Bible, his constant companion, which seemed 
to live when in his hands. He was widely read, 
and remembered what he had read—only one instance 
of his excellent memory. Anything selfish in word and 
deed were completely foreign to his nature, and to those 
who knew him quite inconceivable. This all made an 
unforgettable picture of a unique and beautiful character, 
fostered in family surroundings that so much helped to 
round off the whole. His host of friends will sympathize 
deeply with his widow and son in their tragic loss. 





Dr. LEONARD CROSSLEY died in a nursing-home at Bradford- 
on-Avon on July 20, at the age of 80. After leaving Repton 
School he was at first attracted by industrial chemistry. Later 
he turned to medicine, and went to Edinburgh, graduating M.B.,, 
Ch.B. in 1900, and proceeding M.D. in 1903. From his boy- 
hood at Arnside he maintained a lifelong interest in yachting. 
Always fond of music, he made this his other relaxation, and 
at Edinburgh, with a few other enthusiasts, he founded the 
Edinburgh University Musical Society. After qualifying, he 
took up tuberculosis work, and an appointment as the first 
medical superintendent of Benenden Sanatorium was followed 
by that of medical superintendent to Winsley Sanatorium, near 
Bath. Then he obtained the post of tuberculosis officer for Wilt- 
shire, which he held until his retirement. In later years this 
appointment included heavy responsibilities in connexion with 
the county’s orthopaedic scheme. Crossley stood out among his 
contemporaries, and subsequently he brought a wide culture 
and experience of life, with great clinical ability, to work which 
at first did not attract the best of the profession either in its 
conditions or its rewards. Practical common sense of a high 
order animated all he did, and his humorous neglect of the 
more useless and baffling departmental instructions is refreshing 
to recall. His official position was never as important as the 
fact that he was a friend of every doctor in the county. During 
his Jater working years he was handicapped by a most persistent 
and troublesome osteoarthritis of the hip, but never allowed 
the discomfort and limitations of this disability to change his 
sociable and friendly outlook on life. Crossley was chairman 
of the Trowbridge Division of the B.M.A. in 1927-8. He 
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resigned his appointment on reaching the age of 65, and enjoyed 
a peaceful retirement with his wife, taking an active interest in 
his garden and in the activities of his friends at Winsley. He 
was chairman of the Nursing Committee of the Bath and 
Wessex Children’s Orthopaedic Hospital, and maintained his 
interest in the Trowbridge Voluntary Orthopaedic Clinic, being 
responsible for its financial administration. Leonard Crossley 
was a colleague truly loved by all, and he will be remembered 
by all who knew him.—J. B. L. ; 

——{—— 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 
The numbers of notifications in the week ended August 20 were 
poliomyelitis 273 (236), polio-encephalitis 22 (18). Figures for 
the previous week are shown in parentheses. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 35 (30), 
Bedfordshire 4 (2), Berkshire 11 (7), Buckingham 2 (2), Chester 
6 (4), Cornwall 8 (6), Derby 9 (1), Devon 9 (9), Durham 2 (3), 
Essex 10 (19), Gloucester 5 (7), Hereford 2 (4), Hertford 3 (1), 
Kent 6 (6), Lancaster 29 (23), Leicester 7 (4), Lincolnshire, 
Lindsey 3 (1), Middlesex 13 (10), Norfolk 3 (3), Northants 6 








(2), Northumberland 7 (4), Nottingham 10 (4), Oxford 2 (1), - 


Somerset 5 (4), Southampton 11 (13), Stafford 6 (4), Surrey 7 
(7), Sussex East 2 (5), Sussex West 3 (4), Warwick 4 (10), Wilt- 
shire 4 (2), Yorks West Riding 50 (34), Flint 2 (0), Monmouth 


77 Discussion of Table 

In England and Wales there were increases in the notifica- 
tions of whooping-cough 172, acute poliomyelitis 72, and 
dysentery 17. There were decreases in the incidence of scarlet 
fever 165, measles 457, and diphtheria 11. 

The largest changes in the notifications of whooping-cough 
were an increase in Staffordshire 46 and a decrease in Warwick- 
shire 33. The largest decrease in the notifications of measles 
was Warwickshire 160; the only large exception to the 
decreasing incidence was a rise of 54 in Glamorganshire. 

The chief features of the returns for diphtheria were an 
increase in London 7 and decreases in Yorkshire West Riding 8 
and Lancashire 5. No large variations were reported in the 
local trends of scarlet fever. 

Of the 11 cases of typhoid fever 5 were notified in Lanca- 
shire, Bootle C.B. The chief centre of paratyphoid fever was 
Liverpool C.B. with 8 notifications. An outbreak of dysentery 
affecting 16 persons was notified in Durham, Hetton U.D. The 
only other large return of dysentery was Lancashire 12 (Liver- 
pool C.B. 6). 

Outbreaks of food poisoning occurred in Staffordshire, 
Wolverhampton C.B. 132, and Lancashire 206 (Warrington 
C.B. 144, Clitheroe M.B. 49). 

In Scotland there were decreases in the notifications of 
dysentery 27, scarlet fever 24, measles 24, whooping-cough 14, 
and diphtheria 11. There were increases in the incidence of 
acute primary pneumonia 24 and acute poliomyelitis 9. The 
chief centres of poliomyelitis were Glasgow 7 and Fife County 
5. The rise in the incidence of pneumonia was contributed by 
the western area. 

In Eire notifications of measles were 48 fewer than in the 
preceding week. The 13 cases of paratyphoid were scattered 
throughout the country. 

In Northern Ireland decreases were recorded in the notifica- 
tions of measles 23 and whooping-cough 17, while a rise of 20 
was reported for scarlet fever. The increased incidence of 
scarlet fever was due to the experience of Belfast C.B., where 
the cases notified rose from 15 to 36. 


Week Ending August 20 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 678, whooping-cough 
1,637, diphtheria 59, measles 2,120, acute pneumonia’ 245, 
cerebrospinal fever 22, acute poliomyelitis 273, acute polio- 
encephalitis 22, dysentery 35, paratyphoid fever 30, typhoid 
fever 6. iat oeaecatans 

Correction.—In the summary of Infectious Diseases and Vital 


Statistics No. 31, August 27, p. 491, the main column headings should 
read 1949 and 1948. They were misprinted as 1948 and 1947. 


INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious: Diseases and Vital Statistics 
in the British Isles during the week ended August 13. [No. 32 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) tland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in tland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 





1949 1948 (CorrespondingWeek) 
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Typhus fever .. ius _ —}—-|—|]— _ —|—|— 
Deaths ‘in ae —|— 


Whooping-cough 1,738} 82) 29) 75] 68] 3,458) 228) 23) 55) 14 
Deaths f a 4; — 1 1} — 9 — | — pa 
Deaths (0-1 year) Pa 225; 29; 30) 18 274, 24; 28 17 
Infant mortality rate 
(per 1,000 live births) 














Deaths (excluding still- 
births) aa .. | 3,800] 589) 503) 145) 87] 3,710) 547| 494 102 
Annual death rate (per 
1,000 persons living) 10-1} 9-0 10-0 


id .. | 7,707/1206| 876} 411) 216] 8,027/1303| 947 259 
Annual rate per 1,000 
persons living oe 17-6) 25-5 19-1 


Stillbirths ne ih 192} 24) 30 198} 25) 30 
Rate per 1,000 total 
births (including 
stillborn) .. aaa 33 31 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
- ¢ Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

{Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. : 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 
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New Minister of Health in Northern Ireland 


Dame Dehra Parker, D.B.E., M.P., has been appointed 
Northern Ireland Minister of Health and Local Government 
in succession to the late Mr. William Grant, and she thus 
becomes the first woman Cabinet Minister in Northern Ireland. 


Hebrew Medical Journal 


The Hebrew Medical Journal enters its twenty-second year with 
the publication of Vol. 1 for 1949. This bilingual publication, 
edited by Dr. Moses Einhorn, comes from New York but main- 
tains a close connexion with Israel in its endeavour to promote 
the development of Hebrew medical literature and terminology. 
The current issue includes a symposium on present-day public 
health problems in Israel (printed in both Hebrew and English), 
and contributions on old Hebrew manuscripts, the Bible and 
— and Hebrew medical terminology (printed in Hebrew 
only). 


Study of Child Care 

British advances in the field of child care are being studied by 
45 doctors, nurses, and social workers from sixteen European 
and Middle East countries during a 15-weeks course in social 
paediatrics which has been financed by the United Nations 
International Children’s Emergency Fund and organized by 
the Ministry of Health and the British Council. After a week 
in London for introductory lectures, the students are now work- 
ing in small groups in centres at Birmingham, Bristol, Liverpool, 
Manchester, Newcastle, Edinburgh, and Glasgow. They will 
later return to London for final discussions and the study of 
various special services. 


Register of Speech Therapists 

The Register of Speech Therapists for 1949 has now been 
published, and medical practitioners can obtain a copy free 
on application to the registrar of the Board of Registration of 
Medical Auxiliaries, B.M.A. House, Tavistock Square, London, 
W.C.1. 


Psychiatrist to Lecture in Australia 


Professor Alexander Kennedy, Professor of Psychological 
Medicine in the University of Durham, has been invited by the 
Government of Victoria to advise it on mental health and 
psychiatric organization. The presentation to the Victorian 
Parliament of a new bill dealing with these subjects is being 
delayed until after his visit. Professor Kennedy will tour other 
States in Australia to lecture on mental health, under arrange- 
ments made by the British Council and the Australian Associa- 
tion of Psychiatrists. 


Working Party to Investigate Fluorides 

The Ministry of Education has announced that a Working 
Party has been set up to direct and organize an investigation on 
the prophylactic effect of the local application of a solution 
of fluorides to school-children’s teeth. The members are as 
follows: R. Weaver, M.D., F.D.S., Ministry of Education 
(chairman); E. R. Bransby, Ph.D., Ministry of Health ; Miss 
J. R. Forrest, L.D.S., Ministry of Health ; W. G. Senior, O.B.E., 
Ph.D., F.D.S., Ministry of Health; G. J. Parfitt, M.R.C.S., 
L.R.C.P., L.D.S., Department of Preventive Dentistry, Eastman 
Clinic; B. R. Townend, F.D.S., West Riding Local Educa- 
tion Authority; W. Ritchie Young, F.D.S., London County 
Council; A. T. Wynne, M.D., Ch.B., B.D.S., L.D.S., Ministry 
of Education (secretary). 


Wills ‘ 
Sir Frederic Jeune Willans, K.C.V.O., Surgeon Apothecary to 
the King’s Household at Sandringham, left £7,115. Dr. George 
Sandison Brock, of Jersey, left £27,712; Dr. Thomas Smith 
Duncan, of Nottingham, £19,370; and Dr. George Herbert 
Simpson, of Brighton, £16,022. 


COMING EVENTS 


Foot Inspection 

The Foot Health Educational Bureau will hold a conve 
at the Caxton Hall, Westminster, on September 30, from ae 
5 p.m., on “ Foot Inspection in Childhood and Adolescence” 
The speakers include Dr. W. G. Booth and Mr. T. T. 
Admission is free on presentation of a ticket, which may be 
obtained not later than September 15 from the Bureau gt 
121, Ebury Street, London, S.W.1. 


American Course in Gastro-intestinal Surgery 

The American National Gastroenterological Association 
announces that a course in gastro-intestinal surgery will be 
given at the Boston City Hospital, Boston, Mass., on October 27- 
29. It will be under the direction of Dr. Owen H. Wan 
Professor of Surgery, University of Minnesota Medical 
assisted by Lord Webb-Johnson. Enrolment is limited to 259, 
The fee will be $35. Information may be obtained from 
the National Gastroenterological Association, Dept. Gsj, 
1819, Broadway, New York, 23, N.Y., U.S.A. 


SOCIETIES AND LECTURES 
Tuesday 
EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At oor 


Lecture Theatre, Edinburgh University, September 6, 4.30 p 
— Membrane in Health and Disease,” by Professor D. V 
avies 


APPOINTMENTS 


CARLISLE, W. H., M.B., M.Sc., D.R.C.O.G., F.R.C.S.Ed., Consulting Surgeon, 
. Canbridecuhire Hospital, Wisbech, Cambs. 


YLOoR, D. Wuson, M.B., Ch.B., Consulti 


9, — ~ North Cam- 
bridgcshire Hospital and Clarkson Hospital, Wis 


h, Cambs 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Jones.—On August 14, 1949, at St. Mary Islington Hospital, London, to Erica 
(née Axelrad) and Dr. Alun Howard Jones, a son. 

Nabarro.—On August 26, 1949, at University College Hospital, to Joan (née 
Cockrel!), wife of J. D. N. Nabarro, M.D., M.R.C.P., a son—David. 

Petit.—On August 19, 1949, at the Lady Chancellor Nursing Home, Salisbury, 
Southern Rhodesia, to Joan (née Lamplugh), M.B., Ch.B., D.T.M.&H., wife 
of Joseph Petit, a dau 4 

Pridie.—On August 24, 1949, to Joanna (née Egerton) and Kenneth Pridie, 
F.R.C.S., of 58, St. John’s Road, Bristol, 8, a son—William Raleigh. 


MARRIAGE 


Sloan—Logan.—On August 27, 1949, at Glasgow, Flying-Officer J. Burnley 
Sloan to Mairi Buchanan Logan, A.M.I.A. , 


DEATHS 


Be!bin.—On August 22, 1949, at Hove Hospital, Harry Ashley Belbin, L.S.A., 
late of Cradlev Heath aad Rottingdean. 

Blaber.—On August 21, 1949, at Farthings, Borough Marsh, Twyford, Berks, 
Percy —— Blaber, M.R.C.S., L.R.C.P., of Boat House, Marlow, Bucks, 
aged s 

C;: rs.—On Auzust 23, 1949. at 36. Bankfield Lane, 
Cairns, M.D. 

— = 23, 1949, at 12, Glodwick, Oldham, James Joseph Duffy, 
M B. 

Englisk.—On August 25, 3 x Chilton Hall, Sudbury, Suffolk, Sir Thomas 
Crisp Engtish, K. CMG., R.C.S 

Ferguson.—On August 27. F009, at St. Helier Hospital, James Ferguson, 
C.B.E., M.B., B.Ch., of Cranleigh, Ashley Drive, Walton-on-Thames. 

Gibson.—On August 19, 1949, at Lancaster, James Andrew Gibson. M.D. 

Hopkins.—On August 21, 1949, at Croydon, Walter Kempson Hopkins, O.B.E., 
M.R.C.S., L.R.C.P., Surgeon-Commander R.N., Ret., aged 79. 

MacRobert.—On August 24, 1949, at Edinburgh, Peter Carmichael MacRobert, 
M.B., C.M., aged 79. 

Mortiock-Brown.—On August 20, 1949, Constance Anderson Mortlock-Brown, 
L.M.S.S.A., of Boode, Braunton, Devon. 

Ross.—On August 25, 1949, at Ardrannich, Inveraray, Argyll, Donald Ross, 
M.B.E., T.D., M.B., Ch.B 

Shave.—On August 22, 1949, Edward Sa Shave,. M.R.C.S., L.R.CP., 
F.R.C.V.S., of Bexhill-on-Sea, Sussex, aged 9 

Welply.—On August 24, 1949, at Rosemont, ‘a Nottingham, George 
Chinnery Welply, M.B., B.Ch., late of Forest Gate, London. 
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